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This operations research is aimed at demonstrating 
the feasibility and effectiveness of a culturally- 
appropriate health program that involves a tribal 
community in the provision of preventive, promotive, and 
curative health services. One Hanunuo Mangyan 
community, i.e. Barangay Binli, in the municipality of 
Bulalacao, Oriental Mindoro was chosen for the study. The 
project was divided into three phases: (1) an initial 
phase of base line information procurement to determine 
the existing health situation, the health resouree 
available, the health-seeking behavior and beliefs 
concerning illnesses; (2) a seoond phase of program 
formulation and implementation, and (3) a third. phase of 
program assessment or evaluation. The entire project 
covered a total period of 33 months, from January 1985 to 
September 1987. 
The baseline data was eolleeted from the health 
service providers and the families in the village. The 
community had four traditional healer whose perceptions 
and management of illnesses were conventional rather than 
specific. The clinical assessment of the household 
members showed the existence of a number of health 
problems which were mainly infectious and communicable 
diseases, i.e. upper respiratory infeotion, skin diseases, 
parasitism, malaria, and nutritional anemia. 
Environmental facilities were found wanting. The 
households utilize the bush for defecation and the sources 
of water supply were open springs and streams. Waste 
disposal was largely done through open dumping of garbage. 
The community exhibited a high pregnancy wastage, infant 
and childhood mortality--an average of only five out of 
seven children were born alive. Close to half of the 
children died in the first five years of life with the 
majority dying at infancy from preventable and 
communicable diseases. 
Prenatal care was virtually unknown to the Mangyan 
and childbirth usually occured al.; home with Lhe husband or 
other relatives as attendants. Delivery was done in 
unsanitary conditions and the umbilical cord was mostly 
cut with the use of cogpil grass. Complications in 
delivery were noted in the form of uncontrollable 
bleeding. Breastfeeding was universal and solid suPple- 
mentation was given to the child at around six months. 
Most of the families did not know the etiology of 
common diseases and they utilized herbal medicine in 
the management of illnesses. They claimed that no health 
personnel visited them in the previous year. 
The information derived from the baseline study 
served as the basis for the development of a culturally- 
relevant training program in primary health care. 
During the second phase of the project, the following 
activities were undertaken. A community assembly and 
consultation meetings were held to plan the population- 
based health program and to select the health workers who 
would receive training and extend health services to the 
community. A training program was conducted to the 
Hanunuo Mangyan health workers in the upland village by 
the staff of the Bulalacao Rural Health Unit utilizing a 
culturaliy-appropriate manual on primary health care. The 
manual was developed with the assistanee of the repre- 
sentatives of the Department of Health, the Rural Health 
Unit, and public health consultants. 
After the training, the health workers delivered 
mostly curative health services to their catchment areas. 
The community built two health clinics which were manned 
by the project nurse and some health volunteers who 
received clinic management training from the project 
nurse. The other major activities of the health program 
included an election of the officials of the village 
health care committees, emergency feeding project, 
immunization of preschool chi ldren, community meetings, 
community celebration of the launching and one-year anni- 
versary of the health clinics, meetings between health 
workers and the project nurse, retraining of health 
workers, linkage with the Rural Health Unit, the 
establishment of a drug depot and an income-generating 
project. A project 'team composed of a nurse, medical 
consultant and two documentors were fielded in the area to 
supervise the health workers and to gather basic health- 
related information. The Rural Health Unit extended 
support to the community-based health program by providing 
medicine, vaccines, referrals, training, plastic toilet 
bowl, and by sending a malarial spray team and a mobile 
film-showing,unit to the village. 
The major problems encountered in the implementation 
of 1.he health program were the dwindling number of health 
workers who delivered health care services in their 
catchment areas and in the health clinics and the 
maintenance of the community's interest and support of the 
health program. Work demands from their homes and swidden 
farms, lack of trust and support by some of the households 
in their catchment areas were among the reasons posited by 
the health workers. On the other hand, the community's 
main reason for the problem cited was lack of cooperation 
and unity among the residents in the village. 
Fifteen months after the implementation of the health 
program, an assessment of the health program took place. 
The results showed that the household had slight 
improvement in environmental sanitation facilities (i.e. 
toilet, water supply and garbage disposal), reductions in 
childhood mortality, miniscule improvement in delivery 
practices and increased knowledge of the etiology of 
illnesses. The management of illnesses remained largely 
traditional and a large proportion utilized the health 
clinic and health workers. It was noted that there was a 
reduction in the prevalence of illnesses, i.e. upper 
respiratory tract infection, skin diseases, anemia, 
malaria, and PTB. However there was a high rato of 
parasitism. 
The health workers felt that they could adequately 
manage some illnesses with confidence , viz., headache, 
fever, diarrhea, stomachache, and scabies but they claimed 
difficulty in managing PTB, swollen parts of the body, 
malaria and vomitting. The majority of the health workers 
were assessed by an external medical evaluator to be 
adequately skilled in some aspects of clinical skills 
(clinic history, referrals, pulse taking, weigh taking, 
identification of the symptoms and treatment of malaria, 
PTB, skin disorders, parasitism, .diarrhea, upper 
respiratory tract infection, knowledge and preparation of 
herbal medicine, malarial smear and ORESOL). They can 
also extend health counselling in the prevention and 
control of illnesses. They were, however, deficient in 
the reporting of clinical data, temperature and blood 
pressure taking, identification of symptoms and treatment 
of scabies, fungal infection, allergy, urinary tract 
infection and knowledge of immunization. They were also 
evaluated to have low leadership qualities. 
The officials of the village health care committees 
perceived that they did not have clearcut delineation,. of 
their functions. The staff of the Rural Unit, on the 
other hand, perceived the community-based health program 
positively and underscored their contributions to the 
program. 
Issues on community participation and project 
sustainability as well as recommendations to sustain and 
replicate the program are raised in the study. 
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THE RESEARCH PROBLEM 
In the health field in the Philippines, several themes 
began to dominate the thinking in the late 70's. Common 
to these themes is the concern for the community as the 
basic focal point and instrument of development efforts, 
the need to stimulate local initiative, and the recogni- 
tion that problems such as health and populatiod &.e too 
interrelated to be addressed by fragmented sectoral 
approaches. A reexamination of strategies and priorities 
in the health field has led to the recognition that in 
order to maximize resources, programs must pay attention 
to the community by encouraging local groups of people to 
accept responsibility for their own health needs, not only 
in carrying out various health services delivery 
functions, but also in setting new norms for health 
behavior. In the community-based health program, the 
community becomes the eenter of aetivity and responsibi- 
lity. The clinic simply provides technical back up 
support to the community member. Field workers build a 
network of community members who take responsibility for 
the promotion and délivery functions and the initiative 
for the provision of the perceived health needs in the 
community. 
Primary Health Care in a Tribal Minority 
in the Philippines 
The universal Declaration_ of Human Rights in 1978 
proclaimed the right of the individual to the highest 
attainable standard of health and the responsibility of 
the state for the health of people through the provision 
of health arad social services. Towards this end, the 
present system of health care in developing countries is 
directed towards community participation and organization 
at the local level in individual villages and municipal- 
ities. The government's concern for the health and 
welfare of its population is reflected in the continual 
modification of the health program to suit the needs of 
the masses. Despite the massive efforts, large sectors of 
the population still have no access to any definitive form 
of health care. Basic necessities such as adequate 
housing, environmental sanitation facilities, and 
sufficient food supply are not available to the large 
majority of rural communities as well as the urbana poor. 
1.2 
Infectious diseases continue to take a heavy toll, and 
infant mortality is at a high leveL Many more are 
handicapped for the rest of their lives due to malnutri- 
tion and illness. The basic configuration of the health 
problem is the interaction between population and disease 
against the framework of poverty and ignorance. It is 
recognized that health problems of specific populations 
are tied to their culture, history, and socioeconomic 
status, and so are their responses to the crisis 
situation. While a health care delivery system exists, 
it is not certain that the health of a people is being 
adequately cared for: Health programs and schemes may be 
irrelevant to the specific needs of communities. Most 
often the system of health care in developing countries-is 
transmitted from the technologies of developed countries 
with only superficial modification to meet indigenous 
requirements. Western technology has been introduced in 
hea]th and medical services. Highly skilled medical 
personnel cater to the needs of the elite few focusing on 
curfttive care and virtually excluding the use of tradi- 
tioual tribal medicine. Each culture has its own health- 
seeking behavior which defines what constitutes health and 
its own perceptions towards pain, illness, debilitation 
and death. 
The new approach to primary health care delivery 
recognizes the right of people to move out of static and 
structured systems and organize a modus vivendi in which 
they can have greater control over their environment. 
This new approach puts greater emphasis on the village 
health worker as a provider of a wide variety of services. 
This approach emphasizes the use of simple medieal 
training and technology to supplement folk medicines with 
low cost or free medical services, village based 
strategies in health care, use of indigenous resources for 
health infrastructure and facilities, and active involve- 
ment of the people in village health planning. 
Background of the Project 
A project was formulated by the De La Salle University 
Research Center aimed at developing an education program 
for three Mangyan communities in Oriental Mindoro which 
focused on a curriculum that is relevant to the needs of 
the community. As such, improved agricultural techniques, 
health and nutrition issues, as well as management skills 
were addressed in non-formal education classes. 
1.3 
In the course of the school program, the poor health 
situation of the community was manifested in,episodic 
out-breaks of viral and respiratory illneses which 
influenced school attendance and productivity. While the 
levels of morbidity and mortality had not been adequately 
quantified in these areas, it seemed that communicable 
diseases were of high prevalence due to a number of 
factors low level of health education, poor environmental 
sanitation facilities, protein energy malnutrition, and 
inaccessibility of medical services to the community. 
Given the limited government health services available, 
there is a need to underscore the importance of the com- 
munity's participation in hetalth care delivery by 
exploring the possibility of utilizing the health 
recipients as the provider43 of services. Therefore, it 
has become important.to examine the various approaches to 
community health care delivery to determine which is most 
appropriate for a specific setting. 
While the Department of Health of the Philippine 
government has been strongly committed to the extension of 
basic health services to poor people in the remote arias 
of the country, constraints in resources and trained 
manpower hinder the achievement of the enunciated goals. 
In 1978, the primary health care plan was adopted which 
aims to carry out a set of activities determined by the 
country for the provision of basic services to the people 
using appropriate technology. This goal is to be achieved 
through the training of volunteer health workers in the 
provision of preventive, promotive and curative services. 
Despite these efforts, a large number of communities 
remain underserved. 
One outstanding feature of the contemporary rural 
development thrust in the Philippines rests in its 
growing concern for upland development. Notable also is 
the accompanying approach which gives sufficient attention 
to people's participation. Realizing that the greater 
magnitude and potential for developing the uplands lie in 
the abundance of labor resources in the area and in the 
full cooperation of the people themselves, attention is 
now focused on the important role that these communities 
can play in the success of their development efforts on 
their behalf. This approach to upland development brings 
out the importance of better understanding of people in 
these areas (Ellevera-Lamberte, 1983). 
The Tribal People of Mindoro 
One hundred sixty odd kilometers south of Manila and 
at the end of Sulu sea lies Mindoro, the seventh largest 
island in the Philippines. Christian Filipinos, mostly 
Tagalog or Visayan farmers live in the lowlands and the 
coastal plains. In the rugged, more sparsely populated 
and less known interior live at least eight groups of 
pagan mountaineers known collectively as Mangyans. Most 
of these forest dwelling non-Christian groups live in 
small scattered settlements, speak mutually unintelli- 
gible languages, have little direct contact with each 
other or with the coastal Christians, and are loosely 
organized politically. They are peaceful folks who devote 
much of their time to subsistence activities, including 
integral shifting cultivation. The most populous of these 
relatively unassimulated ethnolinguistic groups are the 
Hanunuo who number approximately 6,000 and occupy about 
800 square kilometers of forest and grass covered hinter- 
land in the southeastern part of the island. Of this 
area, about 650 square kilometers are occupied almost 
exclusively by the Hanunuo (see Figure 1.1). Most of this 
territory falls within the southern-most municipalities of 
Oriental Mindoro: Mansalay and Bulalacao. The average 
population density for the entire Hanunuo territory is ten 
per square kilometer. This is unevenly distributed 
ranging from 25 to 35 per square kilometer in some 
forested areas to less than five per square kilometer 
in more exposed regions (Conklin, 1957). 
The average Hanunuo has been described phenotypically 
as Early Asiatic, small stature and weight but slightly 
taller than the other Mindoro mountain peoples. Both 
sexes file their incisors flat, stain their teeth black, 
trim their eyebrows and wear their hair long. Men dress 
minimally in loincloth, women in tubular sarongs. Work 
knives, rattan pocket belts and betel ingredient baskets 
are normal accessories. Most Hanunuo are monolignual. 
They speak various dialects of a single Austronesian 
language which are genetically related. Hanunuo society 
is bilaterally structured, loosely stratified, and predo- 
minantly egalitarian. There is no stress on unilinear 
descent and there are no large corporate kin groups. A 
degree of authority and influence attaches to the status 
of eldest close kinsmen in any given group, and a skilled 
medium, smith or weaver gives prestige and such; but there 
are formally recognized or titled leaders.even of a jural 
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1.6 
Political integration is obviously weak and there are no 
tradition manifestations of warfare. In general, the 
Hanunuo live in small nucleated settlement averaging five 
or six one-family dwelling each. Houses are four cornered 
pile dwelling of wood and bamboo construction, hip roofed 
ordinarily with cogon grass thatch. Men make and repair 
metal blades for knives, axes, spears and other simple 
too1s. Women plant, pick, gin, spin, dye, and weave 
cotton cloth for blankets and garments. Both sexes and 
all age groups exéept infants participate in other 
economic activities, the majority of which are associated 
with agriculture. Chickens, goats, and pigs are raised 
within the broader context of swidden farming. Religious 
activities include feast and ritual for deceased kinsmen, 
local supernaturals, and swidden crops (especially rice). 
There are only three discerned, discrete social groups in 
Hanunuo society: family, household, and settlement; the 
first based on kin ties; the latter two on locality. The 
basic and only corporate Hanunuo social group is the 
family, instituted by marriage. The Hanunuo are mostly 
monogamous although the resulting nuclear family may be 
extended horizontally by permitted but infrequent polygny 
or polyandry, The minimal local group is the household 
whose membership includes all those who live in a single 
house, use one hearth, and eat together. A Hanunuo 
settlement is a discrete local group the members of which 
refer to each other as close neighbor. Such a group is 
defined largely by its nucleation. Members of one's own 
community are treated as neighbors who are visited daily 
or frequent intervals without special announcement or 
preparation and in emergencies may be given certain kinds 
of swidden crops but never allowed to make formal payment 
for them. Communities have about 100 to 150 population. 
The estimated population 0.2 the ...anunuo Mangyan have 
remained constant. Twedell's estimate in 1970 placed the 
population at 6,000. In 1975-76, an estimate made by 
Barbian indicated that the population remained stationary 
at 6,000. The PANAMIN Office in 1981 put the population 
at 6,880 (Ellevera-Lamberte, 1983). 
The economy of the Hanunuo is mainly agricultural and 
has essentially remained at a subsistence level. Their 
economic life is linked to the kaingin and forest, and the 
basic agricultural units are the kaingin farms usually 
planted during the west season with a vast array of 
crops--rootcrops, vegetables, legumes, bananas, fruit 
trees, ccirn and rice. Shifting cultivation and 
food gathering are the chief agricultural activities of 
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food gathering are the chief agricultural activities of 
the Hanunuo. Through careful agricultural rotation, the 
Hanunuo farmer cultivates a number of crops in the 
hillside kaingin. Basic staples are rice, corn, bananas, 
and rootcrops. Rice also is of primary concern to the 
Hanunuo in terms of both ritual and prestige values. 
Tht Eundasyon Hanunuo Mangyan 
School Project 
Education is an immediate need expressed by Mangyan 
leaders. They recognize that cultural deprivation and 
exploitation emanate from the lack of knowledge of the 
surrounding world. They desire a Mangyan-appropriate 
education that is responsive to their needs and consi- 
derate of their culture in a changing world. Accordingly, 
the Pundasyon Hanunuo Mangyan (PUM), an organization that 
represente three Hanunuo communities, requeSted the 
assistance of the De La Salle University Research Center 
in the planning implementation and maintenance with the 
PUM of an elementary school with a culturally appropriate 
curriculum. The PUM represents approximately 250 families 
of Hanunuo Mangyans living in the sitios of Amindang, 
Bailan and Umabang in barangay Binli, municipality of 
Bulalacao in Oriental Mindoro. The PUM area comprises 
4,200 mountainous hectares in the interior of southern 
Mindoro. The PUM School project aims to develop an 
elementary education program for children in the area. 
Using a participatory approach, a curriculum was developed 
that is relevant to the needs of the community. The 
curriculum package addresses the needs for literacy, food 
production, ecology, and understanding of the outside 
world. 
In the long run, the school is expected to be self- 
sustaining. To help achieve this goal, a technical/ 
agricultural component was incorporated in the project in 
1985. Through the teaching of improved agricultural 
techniques, it is anticipated that food production will be 
increased, and income to support the school will -be 
generated from the marketing of farm produce. Another 
means toward community sustainability of the school is the 
training of Hanunuo from the PUM communities to serve as 
parateachers who will eventually assume responsibility for 
teaching at the school. 
The project was implemented in june 1983. In the 
cour:;e of project operations in the first year, there was 
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a noted seasonality of absences from respiratory, viral 
and gastrointestinal infections. An assessment of school 
participation at the end of the year indicated that of the 
33.9% (36) pupils who dropped out from the school, 69% 
(8) had to do so because of prolonged illness, and one 
from injury. It also was evident that January and 
February were the months with a large number of absences 
due to illness. Due to the health status of the popula- 
tion, a health education component was incorporated in the 
school curriculum that will address the preventive aspects 
of health care. Responding to the health problems of the 
population, the International Development Research Centre 
(IDRC) gave a grant to the Research Center to undertake an 
operations research project aimed at testing the feasibi- 
lity of setting up a simple health program in primary 
health care for Hanunuo Mangyans using the participatory 
approach and also aimed at determining the effectiveness 
of the program. 
Justification for the Project 
While no information specific to health and illness 
patterns has been obtained for the Hanunuo, there have 
been indications that for Mindoro island as a whole, 
diseases related to respiratory iilness are most common-- 
pneumonia, tuberculosis and bronchitis. Other prevalent 
illnesses are malaria, typhoid, dysentery and skin 
diseases. The frequency of tropical cyclones charac- 
teriEed by high velocity easterly winds accounts for the 
coolness of the mountains for most of the year. The 
sudden change in temperature seems partly to explain the 
high prevalence of respiratory diseases such as tubercu- 
losi, common colds, brochitis, pneumonia and asthma. In 
addition, the scarcity of and-limited access to clothing 
materials and blankets required for the six months rainy 
season contribute to the high prevalence observed. The 
housing materials used--cogon, nipa, split bamboo and 
coconut palm--do not give enough protection from cold or 
rainy weather. 
The environmental sanitation facilities are rather 
poor, characterized by the absence of safe water supply; 
this explains the high prevalence of gastrointestinal 
diseases in the area. Malnutrition is of a large 
magnitude since the diet revolves around boiled 
rootcrops. 
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Mangyan studies are in agreement with regard to their 
state of health. Without question, Mangyans have poor 
health, are generally malnourished and are consistently 
faced with communicable diseases and threats of malaria 
infection. However, no quantitative indices are avail- 
able. The need to map out strategies to combat the 
problems is pressing. At the same time, Mindoro suffers 
from insufficient health facilities and health workers. 
The situation is bleaker for Mangyans, particularly for 
those living in the hinterlands, since health services are 
rarely available to them. If they are available, health 
services are delivered by religious missionaries and civic 
groups (Ellevera-Lamberte, 1983). 
It also recognized that in the immediate future, 
government resources will be grossly insufficient to 
support the expected health requirements, and thus the 
need for a satisfactory method of mobilizing local support 
for health services provision is further underscored. 
The need to explore alternative health care' delivery 
strategies becomes pressing inasmuch as economic con- 
ditions preclude the sector resource expansion necessary 
to bring basic health services to the still underserved 
cultural minorities. As a consequence, communities are 
determining ways to expand health services by building on 
local resource capabilities. Health services delivery 
systems feature a wide variety of packages, the most 
attractive of which is the utilization of the potential 
recipients of services themselves as the providers. 
The organization of communities and training of the 
residents in the provision of basic preventive, 
promotive and curative services will have wide and far 
reaching consequences in terms of the improvements of the 
health status of the residents. Besides, the demonstra- 
tion effects of building community self-reliance in. the 
provision and financing of basic health services will be 
useful for replication by other Mangyan tribes in the 
uplands. 
The impact of improved health and nutritional status 
in terms of increased life expectancy and improved agri- 
cultural productivity is sufficient justification for 
setting up a community-based health program that is 
participatory. 
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Eemjew of Current Knowledge 
Despite the upsurge of interest in the development of 
alternative strategies in the delivery of basic health 
services, there is a scarcity of literature on the issue. 
Most of the studies revolve around the training and utili- 
zation of a multipurpose health worker in the provision of 
basio health services--curative and preventive. Docu- 
mentation has focused on the operation of such health 
delivery programs and their financing schemes (Carino, et. 
al., 1982; Alfiler, 1982). Besides, most of the projects 
have been in lowland communities with ready access to the 
health services and backup support of the medical 
profession. 
There are studies, however, on Mangyan health 
conditions and practices. Notable are the absence of 
minimum health care, environmental sanitation facilities, 
and nutritional adequacy. Especially in the context of 
the poverty situation, climate appears crucial. The 
absence of a potable water supply aggravates the situation 
since the main source of drinking water are springs coming 
down from the mountains which are prone to contamination 
(de la Paz, 1968). Malnutrition is widespread since the 
typical upland diet is inadequate in certain respects. 
Due to scarcity of forest game, domestic animals are 
consumed only occasionally. There is a nutritional 
imbalance in favor of carbohydrates with relatively little 
of the other nutrients (Ellevera-Lamberte, 1983). These 
defieiencies lead to low body weights and threaten both 
physical survival and mental development particularly of 
the ehildren. In addition, the overall quantity of food 
consumed is low and much influenced by seasonal avail- 
ability. Hungry months (between harvests) are between 
June to 'September, during which time families eat only 
once a day or may go without food; therefore, this is also 
a period of much sickness (Leykamm, 1979). Pits, creeks 
or rivers serve as toilets and since these are the same 
sources of drinking water, uplanders are continuously 
exposed to gastrointestinal diseases. 
The perceptions and beliefs regarding illness remain 
traditional. Sickness is believed to be caused by evil 
spirits that live on earth--in forest thickets, on 
mountain tops, in caves, on big stones, in springs, and in 
rivers and lakes. There are a number of evil spirits that 
are believed to inflict sickness such as aches, loose 
bowel movement, itchiness of the skin that can spread over 
the whole body, boils, weight loss, toothache, sore eyes, 
blindness, dizziness and mental illness. Spirits of 
deceased ancestors are believed to go around as ghosts and 
cause sickness (de la Paz, 1968). 
Likewise, health management remains traditional. 
Mangyans distinguish between sickness for which there is 
an obvious natural explanation and that for which there is 
none, i.e., the work of.evil spirits. To the former 
belong scratches, cuts, bruises, wounds, insect bites, 
burns and pains. To the'second category belong dysentery, 
measles, flu, skin ulceration, headache, respiratory 
illness and sore eyes. Those illnesses attributed to 
natural causes are given herbal remedies, and a folk 
healer is sought for offerings and divinations. 
However, Leykamm (1979) noted: 
For sicknesses attributed to evil spirits, herbal 
treatment will not suffice,. and the only one who 
can deal with them is the folk healer. It takes 
at least three years of preparation before the 
traditional curer starts to treat people. These 
three years are devoted to the aoquisition or 
good spirits who will tell him what herbal 
medicine to use and give him personal protection 
against illness. During this period, the 
candidate faces a number of temptations to which 
he may succumb. Like everyone else, he works in 
his kaingin during the day for subsistence. If 
he is successful in his first treatment, he gains 
the people's confidence, but if the person dies, 
he is never approached again. For this service, 
the healer does not charge anything although he 
accepts presents in the form of sweet potatoes, 
bananas, or rice. 
The folk curer usually treats patients in the 
evening because during the day he cannot call for 
the good spirit who comes out only at night. The 
patient describes the pain and his whereabouts 
prior to the illness. Verses are chanted that 
represent conversations between the healer and 
the spirits, and eventually, he sees the outcome 
of the illness in his dreams. Other rituals are 
performed for the sick--the shooting of arrows 
to hit the evil spirits, the killing of a chicken 
and a pig--both :;(.Jncerned with divination. 
Among the Hanunuo, besides the shaman, there are 
also the herbalist and the healer by massage. 
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The folk curer possesses one or a number of round 
and black sacred stones through which he can see 
the scars within the human body in his prayers. 
The medicine man places his palms on the painful 
spot and throws chants repeating the verses many 
times. Some plants and pieces of barks are used 
to protect the bearer against illness and to 
drive away the spirit. These are usually wrapped 
in a piece of bark cloth, abaca, or cloth and 
worn around the neck. The most popular charm is 
a piece of biya wrapped around the neck by 
babies and small children. 
Two operations research projects on tribal health were 
funded by IDRC recently. 
In 1982, St. Louis University College of Nursing 
launched a mobile nursing clinic for the provision of 
primary health care services in three selected communities 
in Benguet Province in Northern Luzon. The tribal group 
studied were the Ibaloi and Kakanai from Mountain 
Province. The mobile nursing clinic conuiNted of two 
components: the training of the volunteer community 
health workers and the provision of basio services at the 
primary health care level. At the end of the study 
period upon evaluation of the project it was observed 
that: (1) there was a reduction in the prevalence of 
respiratory, gastro intestinal, viral, and other infec- 
tions; (2) improved basic sanitation was reflected by 
increased utilization of semideveloped water sources, 
sanitary close pit privies, sewage and garbage disposal 
systems; (3) the capability of some community members was 
developed through a training given to Volunteer Community 
Health Workers especially with the inclusion of Human 
Relations Training to the didactics and practicuum aspect 
of the training; and (4) participation and involvement of 
the community members were maximized by allowing them to 
participate in the planning and implementation of the 
program (Lara, et. al., 1987). 
In another operations project among the Nomad Tribe 
of Penans of the Baram District in Sarawak, the social 
organization served as the base in developing a relevant 
primary health cure program (Chen, 1987). The communi- 
ties were contacted and socially Prepared for participa- 
tion through the selection of husband-wife teams for 
service delivery and the creation'of village development 
committees charged with the promotion of health among the 
settlement and related problems such as environmental 
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cleanliness, health education, agriculture, food pro- 
duction, water supplies and toilets. Manuals were mainly 
illustrative. The village clinic staff assisted the 
primary health care workers. Initial data collected 
indicate cleaner long houses, the cultivation of vege- 
tables for home consumption, and increase in immunization 
coverage. 
ImplIcat¡ons of the Study's Results 
The theoretical and practical value of an operations 
research of community mobilization in health service 
provision is indisputable. Despite the plethora of 
information and consensus on the Mangyan's health and 
nutritional status, there have been no attempts to evolve 
a resource-based health program that is planned and 
implemented by the community. A health care program that 
considers the culture of the community and is anchored on 
the people's needs, values, patterns of interaction and 
existing institutions can be adapted by them and can 
provide insights concerning strategies and mechanisms by 
which they can improve their lot through the collective 
organization of efforts. This operations research will be 
useful in terms of documenting the mechanisms by which a 
community is mobilized to provide for their own health 
needs. The processes can be disseminated and replicated 
in their other upland and tribal communities with a 
minimum of external inputs. 
It is hoped that this study will contribute signifi- 
cantly towards the goal of meeting the health needs of the 
tribal population as a result of the participation of the 
community in the provision of health services. It is said 
that when service recipients choose people among them- 
selves for provision,, then-access and accountability may 
be guaranteed. Simplistic: as it may seem, the concept of 
self reliance may be realized initially through a partner- 
ship between the community and the government. The 
training and utilization of community members should 
contribute to the development of people's capability for 
their own health care and should decrease dependence on 
service provided by others. After some time, community 
residents can be anticipated to have internalized the 
value of health and to be able to deal with minor ailments 
using indigenous resources. This research can offer 
valuable insights into the dynamics of operationalizing 
the concept of community participation towards effective 
health care delivery and development. 
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Research Objectives 
Against such a backdrop, this research project aims 
to determine the feasibility and effectiveness of commu- 
nity involvement in the provision of preventive, 
promotive and curative health services. Hence, the 
objectives formulated are to: 
determine the current health situation and the 
health resources available, both indigenous and 
governmental, in the community; 
identify the complex interplay of factors 
involved in the health seeking behavior of the 
residents; 
2.1 extricate the factors/conditions that faci- 
litate or hinder the improvement of the 
health status' of the population 
2.2 define the problems and difficulties encoun- 
tered by the government in the provision of 
basic health services 
develop and implement a community-based health 
care system that is jointly developed and managed 
by the community through the village health 
workers and the government; and 
determine the feasibility and effectiveness of 
community involvement in planning and delivery of 
health services. 
Research Methodology: The Operations 
Research Approach 
Research Site 
The study was conducted in Barangay Binli, Municipa- 
lity of Bulalacao, Oriental Mindoro. During the first 
phase of the project, the Barangay Binli sitios (meaning 
zones)1, Amindang, Bailan and Umabang, were included and 
1 
The barangay is considered as the smallest political 
unit in the Philippines. The barangay is further divided 
into zones or sitios which consists of 50 or more 
households. 
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these areas covered 250 families. Towards.the second and 
third phases of the project Amindang was excluded because 
many families residing in this sitio transferred to other 
parts of the community. Figure 1.2 shows the distribution 
of the 161 households for sitios Bailan and Umabang. 
Beseargh Methods 
The project had three major phases. Quantitative and 
qualitative research methods were utilized in the 
collection of data for each phase, 
Phase I. This period covered six months starting in 
March 1985 and it included a survey of households, health 
assessment of the population and key informant interviews 
of the Rural Health Unit staff and the indigenous health 
providers in the area. 
The survey covered 118 households and this 
represented 47.2% of the 250 households. The research 
instrument was an interview schedule and it covered the 
following areas: (1) household characteristics; 
(2) health-seeking behavior; (3) management of illnesses; 
(4) reproductive history, mortality, and morbidity 
history; and (5) prospects for community participation in 
a health program. Personal interviews were conducted to 
the male Mangyan household heads and the average duration 
of the interview was one hour. 
The health assessment of the community included the 
following tasks: physical check-up, stool examination, 
blood smears for malaria, and anthropometry of preschool 
children. The first three tasks were conducted to 298 
persons from 134 households. The physical check-up was 
administered by the project medical consultant while the 
stool examination and malarial blood smears were conducted 
by a medical technologist. Clinical assessment forms 
were utilized to determine the physical conditions of the 
residents. The anthropometry involved a measurement of 
the height and weight of 110 preschoolers and it was 
undertaken by the project nurse. 
The Gomez classification system and the 1983 FNRI 
reference values for height and weight for age were 
utilized in identifying all degrees of protein-energy 
malnutrition. 
Sitio Clinic 
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The key informant interviews were conducted to two 
RHU personnel in Bulalacao and four traditional healers in 
the research site. The RHU interviews were aimed at 
determing the staffing pattern, services, work schedule, 
catchment area, and problems confronting the center. The 
traditional healers' interviews focused on the character' 
istics of the healers, their catchment areas, and their 
perceptions about the cause and management of illness. An 
interview schedule was utilized for this purpose. 
Fieldwork was conducted for around four months and 
were processed in two months. Visual modules were 
developed from the data which were later validated and 
utilized during the planning meeting with the community. 
Phase II. This phase involved a total of 21 months 
and it is divided into two sub-phases: the pre-implement- 
ation and implementation sub-phase of the health program. 
The pre-implementation sub-phase covered the following 
activities: the planning of the community-based health 
program, the preparation of training materials for village 
health workers, and training of the village health 
workers. The implementation sub-phase involved the 
execution of the community-based health program. 
Pre-implementation sub-phase. In September 1985, two 
community meetings were held in Bailan and Umabang and the 
following items were covered during the meetings: 
presentation of the findings of.the baseline study utili- 
zing the visual modules prepared during the earlier phaqe, 
discussion of the health program which included the 
selection of 32 health workers (16 in Bailan and 16 in 
Umabang), construction of the health clinics, and planning 
of the training schedule of the health workers. 
In October and November 1985, informal consultations 
were conducted with the officials of the two sitios 
regarding the construction of the health clinic and the 
various ways by which the people from these areas could 
participate in the program. During these months, also, 
the project team developed the training manual that would 
be utilized for the village health workers trainirig work- 
shop which was scheduled in December 1985. The training 
manual was patterned after the Department of Health's 
Primary Health Care materials but they were modified to 
suit the culture of the Hanunuo Mangyan. This resource 
material was drafted in English and was later translated 
into Mangyan script and Tagalog. The manual was developed 
with the assistance of two consultants from the College of 
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Public Health and College of Nursing of the University of 
the Philippines and the RHO staff of Bulalacao (see 
Appendices). 
Towards the last week of November, the RHO midwives 
who served as the trainors of the Hanunuo Village health 
workers were briefed about the training manual and culture 
of the Hanunuo. 
In December 1985, a five-day training seminar of the 
health workers was conducted in each sitio. Two RHO 
midwives served as the trainors of this activity and the 
translated manuals were the workshop's resource materials. 
The Bailan training was conducted in the old clinic house 
while the training in Umabang took place at the house of 
one of the village officials. 
Implementation sub-phase. This phase of the project 
covered a total period of 15 months, starting in January 
1986 until March 1987. Operational goals were developed 
by the project for the health program for this period, as 
follows: (1) to develop in the health volunteers the 
medical skills (i.e., communicittion, diagnostic, pres- 
criptive and preventive skills) necessary for prima6r 
health care in tribal communities; (2) to encourage or 
enhance the use of herbal medicine in illness management; 
(3) to involve the tribal communities in the planning, 
decisión-making and implementation. of the Primary Health 
Care Program through the Village Health Care Committees; 
and (4) to provide the necessary, linkages between the 
tribal community and the Rural Health Unit and other 
lowland agencies involved in Primary Health Care; and 
(5) to document the activities of the health program and 
the health providers and collect monthly and quarterly 
data of the households' demographic processes including 
illnesses and illness management practices as well as 
environmental and sanitation changes. 
To obtain the foregoing operational objectives, the 
project developed specific strategies (see Table 1.1). 
To carry out the strategies spelled out in Table 1.1, 
the project deemed it essential to field its own team in 
the upland community to serve as the intermediary between 
the community and RHO. Figure 1.3 shows the schematic 
diagram which depicting the role of the project team in 
the area. The role of the.project team as the mediating 
group was expected to last only during the operational 
phase of the program: - After this period, the tribal 
To develop in the 
health volunteers 
the medical skills 
necessary for PHC 
in the tribal 
communities 
To encourage or enhance. 
the use of herbal 
medicine in illness 
management 
Table 1.1 
Operational Objectives and Strategies Utilized 
in the Implementation of the PHC Program 
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1 Field a project nurse in the 
tribal community to super- 
vise and assist the health 
volunteers in performing 
their tasks; 
Provide additional training 
to the health volunteers in 
the areas of illness manage- 
ment, preventive, health 
care, child delivery and 
health clinic management; 
Conduct regular meetings 
with the health volunteers 
to determine their strengths 
and difficulties in health 
care delivery in their 
catchment areas and the 
health clinics. 
Assign a medical consultant 
to visit the project area 
periodically to assess the 
health strategies of the 
project nurse and the 
skills of the health 
volunteers. 
1. Identify the herbal plants 
that are existing in the 
Community and determine 
their uses; 
Operational Objectives Strategy 
Table 1.1 (Cont'd) 
Operational Objectives 
C. To involve the tribal 
communities in the 
planning decision- 
making and implement- 
ation of the PHC 
through the formation 




2. Conduct training on the Uses 
and preparation of herbal 
medicine; 
3 Develop a manual in Mangyan 
and in Tagalog about the 
uses and preparation of 
herbal medicine. 
1. Conduct community meetings 
with the residents to deter- 
mine the kind of PHC activi- 
ties that the community is 
willing to support and par- 
ticipate in; 
2 Have the community residents 
choose the officials and 
members of the Village 
Health Care Committees and 
encourage them to define 
their expectations from the 
latter; 
Consult and seek the assist- 
ance of the officials and 
members of the Village 
Health Care Committees 
through meetings or 
dialogues about some health- 
related activities that the 
health volunteers and the 
project nurse plan to 
undertake; 
Encourage the Village Health 
Care Committees to regularly 
consult with the community 
residents through meetings 
or some other form of commu- 
nication about the plans and 
activities of the health 
Table 1.1 (Cont'd) 
D. To provide the 
necessary linkages 
between the tribal 
community and the 
Rural Health Unit 
and other lowland 
agencies involved in 
PHC 
E. To doument the 
activities of the 
health program, 
health providers, 
and collect household 
data on demographic 
1. Inform the tribal community 
particularly the health 
volunteers about the ser- 
vices available at the RHU 
and whenever necessary, the 
other health-related agen- 
cies in the lowlands; 
Regularly inform the RHU 
about the activities of the 
health volunteers in health 
care delivery; 
Tap the RHU for health 
services and resources that 
it can extend to the commu- 
nity (e.g., regular supply 
of medicine, immunization, 
training for birth attend- 
ants, etc.); 
Select a group of health 
volunteers who can be 
trained to serve as the 
conduit between the tribal 
community and the RHU; 
Formally introduce the 
selected health volunteers 
to the RHU and familiarize 
them with the referral. 
system . and other coordina- 
tion procedures of the RHU. 
Assign two field documentors 
for the entire operational 
duration of health program; 
Assign the documentors to 
collect data of the activi- 
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volunteers and the project 
nurse. 
Operational Objectives Strategy 
Table 1.1 (Cont'd) 
Operational Objective 
processes including 
illnesses and illness 
management practices as 
well as environmental and 
sanitation changes. 
Strategy 
ties of the health volun- 
teers in their catchment 
areas, during meetings with. 
various groups, and in the 
health clinic; 
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Make the documentors collect 
monthly as well as quarterly 
data of the households' 
demographic processes inclu- 
ding illnesses and illness 
management pattern and 
changes in their environment 
and sanitation practices; 
Ask the documentors to come 
up with a monthly report 
with the foregoing data. 
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Figure 1.3 
Health Program Operational Framework 












community through its trained health workers were expected 
to manage the community's health care program and would 
direGtly link up with the RHU for health care services. 
The project team that was fielded in Barangay Binli 
was composed of a medical staff and a social science 
staff. The medical staff comprised a project nurse and a 
medical consultant. The project nurse lived in the upland 
village for the entire duration of the project implementa- 
tion phase and she was mainly responsible for directly 
linking up the project team to the community by further 
developing the health workers' skills and providing back- 
stop support to the RHO (e. g., immunization of Mangyan 
preschoolers, provision of curative services, and 
extension of referral services). The project nurse 
divided her time between the two sitios by staying in each 
area for around two weeks. The medical consultant was a 
doctor from the University of the Philippines College of 
Public Health who made periodic visits to the community to 
assess the health strategies of the project nurse and to 
provide medical assistance to the villagers. 
The social uoienoe staff, on the other hand, 
consisted of two female researchers and iv .;ey documented 
the activities of the health program and monitored the 
reproductive history, 'mortality and morbidity patterns of 
the Hanunuo households for a period of 15 months. 
Monitoring forms served as the instruments for recording 
these time series data. 
The project team linked up as well with the village 
direGtly and with the two Village Health Care Committee 
off icials who were elected by the two sitios to serve as 
the residents' representatives in voicing their wishes and 
neecb; to the health program. 
In Umabang, the project team lived in a small nipa 
and bamboo staff house that was built by the project staff 
within the compound of the PHM school. In Bailan, the 
team utilized the health clinic cum staff house that was 
built by the community residents at the center of the 
village. Both houses had outhouses with plastic water- 
sealed toilet bowls which were donated by the RHU/Depart- 
ment of Health. 
The project team reported to the DLSU Research Center 
in Manila every two months for at least one week to 
present their reports and to assess the direction of the 
project with the project leaders. 
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Ehaat III. This phase encompassed six months and it 
assessed the feasibility and effectiveness of the project 
in terms of community inputs, project outcomes and short- 
term changes in health status. 
The following activities were undertaken: (1) re- 
interview of 145 households (which represented 90 percent 
of the total number of households) to assess the changes 
in health-seeking behavior, perceptions; attitudes and 
utilization of the health services; (2) clinical assess- 
ment of 211 persons from 78 baseline households, particu- 
larly physical assessment parasitological examination, and 
malarial blood smear were administered; 18 additional 
households who were not inóluded in the baseline study 
were also clinically Assessed; (3) assessment of the 
health workers in terms of their clinical skills, partici- 
pation in the health program, and their perceptions about 
their own involvement in the program; (4) interview of the 
Village Health Care Committee officials and personnel of 
the Rural Health Unit. 
The instrument for the reinterview of the households 
was an interview schedule which was basically similar as 
the one utilized in the baseline survey except for two 
additional blocks on community participation and project 
sustainability. Further, the block on morbidity and 
mortality in the past year was deleted because the 15- 
month monitoring data of the community's vital demographic 
processes by the documentors were utilized for this 
sect ion (see Appendices for the instruments used during 
the evaluation phase). 
The forms for the clinical assessment which were used 
in the baseline survey were also utilized in the 
evaluation of the population's health status. 
The instrument for the clinical skills of the health 
workers was a structured observation form which incorpora- 
ted indices on the diagnostic, prescriptive, and communi- 
cation skills of the health workers. Another structured 
observation guide of the participation of the health 
workers in terms of attendance in meetings, training, and 
other health-related tasks was also developed. An inter- 
view schedule was constructed for the health worker in 
terms of their perceived current and future involvement in 
the health program. 
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For the Village Health Workers, an interview schedule 
was likewise developed to assess their perceptions of 
their current and future roles in the program. An inter- 
view guide was utilized in the interviews of RUU personnel 
and it focused on their present and prospective involve- 
ment in the delivery of health care services. 
The reinterview of the households, interviews of the 
health workers in terms of their perceived involvement in 
the program, the Village Health Care Committee officials, 
and the RHO personnel were conducted by newly hired social 
science researchers. The clinical assessment of the 
households was administered by the medical consultant 
whereas the stool examination and extraction of blood 
samples for malaria were carried out by a medical 
technologist. The clinical skill assessment of the health 
workers was made by an external evaluator, another medical 
doctor who specialized in public health. The project 
nurse conducted the assessment of the health workers' 
over-all participation in the health program. 
Fieldwork was conducted in the summer months of 
Aprj1 to June 1967 and data processing and analysis were 
done from July to September 1987. 
Analytical framework. The analytical model for the 
entire project is given in Figure 1.4. 
Socio-cultural Factor6 
Health problems 
: Disease pattern 
: Death pattern 
: Fertility 
: Nutritional status 
Health seeking 
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ORGANIZATION OF THE REPORT 
The report is divided into seven chapt 
first chapter describes in the addition to the 
of the study, the current state of knowledge 
health and the specific methods utilized in the 






The next chapter discusses the baseline information 
regarding the health and nutritional status of the commu- 
nity including the health service providers ' in the 
research site. 
The third chapter presents the processes of the 
planning of the community-based health care program while 
the fourth chapter discusses the activities during the 
training workshop. The fifth chapter ddescribes the 
health program implementation phase, particularly the 
participation in program operations of different sectors 
in the community as well as'some difficulties encountered 
in program implementation. The sixth chapter presents 
the evaluation results in terms of the feasibility and 
effectiveness of the health program while the last chapter 
summarizes the study and raises policy and programmatic 
issues. 
Chapter Two 
THE HEALTH AND NUTRITIONAL STATUS OF THE COMMUNITY: 
PRE-IMPLEMENTATION PHASE 
The formulation and implementation of an adequate 
participatory health program hinges on a comprehensive 
knowledge of the health situation and the resources avail- 
able in the community, the perceived health problems, the 
health seeking behaviour of the population, and potentials 
for tapping the community in the health service delivery. 
This chapter provides a description of the health 
resources in the study sites as well as the socioeconomic 
profile of the population. It also presents the commu- 
nity's health conditions, their health beliefs and 
practices, and their health-seeking behavior. Prospects 
for community involvement in future health service 
delivery are likewise discussed in this chapter. 
Information obtained from these data sets served as a 
useful frame in evoking the community interest in 
developing the health program, pmvided the base for 
program prioritization and served as the basis for the 
formulation of a culturally appropriate training program. 
Health Resources in the Study Sites 
The research site had two major health providers: 
the government health staff in the Rural Health Unit of 
Bulalacao and the traditional healers who are based in 
Barangay Binli. 
The Government Health Staff in Bulalacao 
The Rural Health Center in the municipality of 
Bulalacao is manned by the fcillowing personnel: a rural 
health nurse, a dentist, a sanitary inspector, three 
barangay health workers and three midwives. The Health 
Center's services include quarterly immunization, cura- 
tive care, weighing of preschoolers, control of communi- 
cable diseases, envirorimental sanitation, family planning, 
and maternal and child care. The Center is open from 8:00 
to 4:00, Monday through Friday, and 8:00 to 12:00 on 
Saturdays. It services an average of 20-40 patients per 
day. Coverage RHU has been low; a chart based on 1981 
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figures showed that only 18% of the total households in 
the 15 barangays of the municipality were covered. Aside 
from the municipal health center, only two other govern- 
ment clinics have been established in the other barangays. 
Among the problems enunciated by the staff were lack of 
drugs and limited manpower resources. The staff felt.that 
the villages chosen as the study site was too far for them 
to render adequate services. 
The Traditional Healers 
Four traditional healers were identified in the study 
areas. One healer, who is relatively old, did not know 
his 4ge. The others have an age range of 24 to 39. Three 
are married and one is a widower. Three are male and one 
is female. Their training ranges from four to six years. 
Bapa W is a traditional healer or shaman. BaPa is a 
kinship term of respect for someone older than oneself. 
He resides in the sitio of Umabang. He lives with his 
second wife and is childless. He claims that he has 
practised traditional medicine for more than 10 years and 
that he learned the art from his relatives and aneestors. 
According to reports, he goes into a trance as part of the 
diagnosis. 
Robert Kasberg, a Peace Corps Volunteer (PCV) in the 
area until 1982, established a health clinic in Umabang 
and trained a few people as paramedics. However, the 
clinic has fallen into dis-repair and is hardly used at 
all. The book When There Is No Doctor is consulted by the 
paramedics for medical techniques, and herbs are grown and 
utilized. 
It will be noted that aside from Bapa W whose 
perception and management of illness remain traditional, 
the three other folk healers utilize a combination of 
herbs and drugs, a result of their exposure to the 
training by the PCV and the Programa sa Pagpapaunlad rig 
Mangyan (PPM). Notable, however, is the lack of knowledge 
of the cause of disease and of the proper management of 
illnesses. 
These healers claim to have a wide coverage of the 
population. The problems presented to them were mainly 
stomachache, backache, gastreintestinal disorders, 
malaria, parasitism, fever, and headache. Their services 


































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































etiology and management of specific illnesses by the 
traditional healers. 
Results of Clinical Assessment 
One hundred thirty-four households were clinically 
assessed by the medical consultant of the project. Physi- 
cal check-up, stool examination, and blood smears for 
malaria were done. Two hundred ninety-eight people were 
examined, and the following health problems were delin- 
eated: for males, upper respiratory tract infection 
(70.4%), skin diseases (59.3%), anemia (40.7%), other 
nutritional disorders (38.3%), and parasitism (ascaris, 
trichuris) (43.2%). Malaria was evident in 17.3% of the 
male population. For females, the following problems were 
notable: nutritional disorders (64.5%), anemia .(60. 7%), 
goiter (35%), parasitism (39.6%). skin diseases (31.3%), 
and upper respiratory tract infection (29%). Dental 
caries were observed in 20% of the female population. 
(See Table 2.2). 
Table 2.2 
Prevalence of Specific Illnesses by Sex 
(Percentage of the Population) 
Illness Category Males Females 
Anemia 40.7 50.7 
Nutritional deficiency 38.3 64.5 
Goiter 3.7 35.0 
PTB 2.5 11.5 
Upper respiratory tract 
infection 70.4 29.0 
Malaria 17.3 9.7 
Dermatosis 59.3 31.3 
Gastroenteritis 2.5 2.3 
Parasitism 43.2 39.6 
Caries 18.5 20.3 
Eye Infection 1.2 1.0 
Results of the Baseline Survey 
Interviews were oompleted with 118 households 
representing 73% of the 161 households which were 
initially listed. The nomadic nature of the population 
precluded comprehensive procurement of baseline informa- 
tion. Nevertheless, in Table.2.3 it is shown that the 
households are representative of the community at large. 
The 118 households have a population of 587--306 males and 
281 females. Of the population six years and over, 
females of the population six years and over, nearly two 
in three (65.7%) of the population six years and over, 
nearly two in three (65.7%) have never been to school, 
while 29% have had a primary education (less than four 
years of schooling). More than a fourth (25.5%) of the 
population do not know their ages, and of those who 
specified their ages, 60.4% were below 15 years; this is 
reflective of a high fertility and high dependency burden. 
This percentage is much higher than the Philippine 
national level of 41% for children below 15 years. 
Food and Livestock Production 
2.5 
Almost all of the households (99.2%) have livestock. 
This includes pigs (73.7%), chickens (5.7%) and carabaos 
(34.7%). Likewise, fruits and vegetables are grown in 
their yards (98.3%). The vegetables commonly grown 
include stringbeans, okra, kadyos, legumes, tubers, 
squash, camote and eggplant. The fruit trees are bananas, 
mango, coconut and jackfruit. About 26% of the house- 
holds sell their produce. 
Environmental Sanitation Facilities 
The toilet used is mainly the bush (94.9%), while 
waste is dumped on the ground (68.6%). The sources of 
water supply are springs and streams (75.4%), and water is 
stored in bamboo or plastic containers. However, walls 
are made from tree bark (35.6%), bamboo (27.1%) and buri 
(25.4%). Assessment of the environmental sanitation 
facilities indicates that to ensure the reduction of 
gastro-intestinal and respiratory illneses, more vigorous 




*Including those who did not specify their age but who looked 6 
years of age or more. 
Percentage Distribution of the Population 
by Selected Characteristics 
No, 
Sex 
Male 306 52.1 
Female 281 47,9 
Total 587 100.0 
EduPation Completed 
(Pop. 6 years and older)* 
None 272 65.7. 
Primary (1-4) 119 28.7 
Intermediate (5-6) 21 5.1 
High School 2 -5 
Total 414 100.0 
Apt§. YD_Aral 
0 4 131 22.3 
5 9 94 16.0 
10 - 14 39 6.7 
15 - 19 39 6.7 
20 hnd above 134 22.8 
Don't know 150 22,5 
Total 587 109.9 
Table 2.4 
Percentage Distribution of Households by 







































































Field observation reports indicate that household 
members do not wash their hands before eating. Food is 
served in coconut shells or enamel plates. The cooking 
pot is set on the floor for all members to partake of the 
food. Drinking water is taken from a coconut shell or 
plastic container known as tab°. Good personal hygiene is 
hardly observed at all. Dirt darkens the legs and feet of 
the population and the teeth are badly mottled. The 
houses are single detached without partitions. Inside are 
one or two cooking pots, coconut shell bowls, enamel 
plates, basin, plastic containers, a hammock,' 'boxes, 
kerosene lamps and a sleeping mat. Houses are not kept 
tidy. The floors are dirty and the adults spit 
everywhere. Children play without slippers and go up and 
down the dwelling unit unmindful of the filth they bring 
onto the floor where the family eats and sleeps. Animals 
such as carabaos, chickens and pigs roam freely in the 
area 
Reproductive History and Childhood Mortality Experience 
In Table 2.5, it is shown that the average number of 
pregnancies is 6.7 and thé average number of children born 
alive is 4-6. Fetal w,astage as perceived by the mother 
either in the form of abortion or miscarriage is rela- 
tively high - 13.8% of all pregnancies. This might be 
attributed to the poor nutritional status of the mothers 
(high percentage of anemia, 51%) and to the hard labor in 
the fields even pregnancy. Childhood mortality (deaths in 
the first five years of life) represent 46.2% of all live 
births--a relatively high figure. More than half 
(52.8%) of the total childhood deaths occur in infancy and 
85.2% in the first five years of life. The causes of 
death are preventable in nature--53.2% from respiratory 
distress, 15.6% from gastrointestinal disorders, 9.0% from 
malaria and 10% from nutrition related causes (Vitamin B 
deficiency, anemia, and xeropthalmia). Nearly half of the 
wives (43.1%) plan to have more childrenan average of 
three more. The major reason given is to have more work 
hands in the kaingin (65.1%). Most of the households 
perceived a high childhood mortality rate in the community 
(86.4%). 
From the survey, it could be gleaned that the 
potential fertility of Mangyans is high. If the 13.8% 
pregnancy wastage is eliminated, the average number of 
pregnancies can increase to 7.6. Two forces determine the 
pronatalist attitude of the population--biological factors 
Table 2.5 
Fertility and Mortality Pattern of the Households 
Mean number of pregnancies 6.7 
Mean number of children evern born 4.6 
Mean number of children alive 3.5 
Fetal wastage rate (% of pregnancies) 13.8% 
Childhood mortality rate (% of children 
born alive) 46.2% 
Proportionate mortality rate in infancy 
(% of infant deaths to total child- 
hood deaths) 52.8% 
Proportionate mortality rate in the 
first five years of life 86.2% 
Percentage of childhood ceaths 
attributed to: 
Respiratory illness 53.2% 
gastrointestinal disorders 16.6% 
Percentage wanting to have more children 43.1% 
Average additional number of children 
Desired 3 
Percentage giving garm assistance as 
reason for wanting more children 65.1% 
Percentage with no.sex preference for 
their children 66.1% 
Percentage perceiving a high childhood 
mortality in the community 86.4% 
(high pregnancy wastage and childhood mortality). as well 
as economic factors (the need for more farra hands to tend 
the kaingin). The average family size desired is about 8. 
However, contrary to earlier beliefs of specific sex 
preferences, 66.1% of the households professed no 
preference for either a male or female offspring. 
Mort41ity and Morbidity Experience 
A major limiting factor in the accurate estimation of 
morbidity and mortality among Hanunuo Mangyans is the 
absence of vital registration and the cultural practice of 
not reporting deaths to strangers as a curse might befall 
the households reporting such an event. Table 2.6 
summarizes the mortality experience of the communities. 
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Mortality. About 7.6% of the households reported 
having a family member who died in the previous year. Of 
the nine deaths that occurred, .eight (89%) were of those 
below four years of age of which four (44.4%) occurred-in 
infancy. The causes of death were diarrhea (26.4%), 
respiratory illness (47.7%), and nutrition related 
factors. More than a third (36.4%) of the deaths were 
unatGended. Of those reported being attended, the persons 
mentioned were the PPM staff (a private health group 
based in Barangay Binli), the health center staff, and the 
traditional healers. Of the nine.deaths, four were given 
drug (aspirin) and the rest were given herbs. 
Morbidity among Preschoolers. Among the 150 pre- 
schoolers, 134 (89.3%) got sick in the previous yer,. For 
those who got ill, 68 (50.7%) had respiratory problems, 44 
(32.U%) had gastro-intestinal disorders and 13.4% had 
malaria. 
Table 2.6 
Distribution of Population by Morbidity 
and Mortality Experience 
Percentage of HH having a f4mily 
member who died 7.6% 
Percentage of deaths bélpw 4 years 
of age 89.0% 
Percentage of infant deaths to total 
debths 44.4% 
Deaths due to diarrhea in relation to 
total deaths 26.4% 
Deaths due to respiratory illness in 
relation to total deaths 47.7% 
Percentage of preschoolers ever ill 
in the past year 89.3% 
Percentage with respiratory problems 50.7% 
Percentage with gastrointestinal 
disorders 32.8% 
Percentage using herbs 56.7% 
Percentage with home management of 
illness 68.6% 
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While a fourth (25.4%) of the population was not 
aware of the seasonal occurrence of illnesses, it is 
perceived that most of the illnesses occur in the early 
part of the year (January) and during the summer months 
(May-June). While 47.8% reported only one episode of 
illness, the rest reported repeated bouts. Management is 
done at home through the use of herbs like dita, alibhgh, 
duhat, guava leaves, banana leaves, sambong, pasbakon, 
lemon leaves and drugs. Home management is usually .done 
with relatives particularly with the parents of the 
patient (68.6%). About 73.1% claimed to have been cured 
and 26.9% mentioned recurrence of the illness. 
For older members of the household, respiratory ill- 
nesses, malaria and gastroenteritis were often mentioned. 
The same type of management was given (i.e., self-medica- 
tion through herbs and drugs). However, the response 
seemed to be better since 80% of the respondents claimed 
to have been cured. 
Health SgIgh¡hg Dth4y1gr 
The community's health-seeking behavior were sought 
in the following: during pregnancy, pre-natal care, 
delivery, and postnatal care. 
Pregnancy. In Table 2.7, the health seeking behavior 
as /-eflected in pregnancy, delivery and postnatal care is 
given. The signs of pregnancy as perceived by the respon- 
dents include the cessation of menstruation (84.0%) and 
the preference for certain foods (11.8%). However, no 
prenatal consultation was made in 94% of the cases. Like- 
wise, no medication was taken during pregnancy. 
Prenatal care. Antenatal care is unknown among 
Mangyans. Dietary taboos are rather minimal; 92.4% of the 
respondents did not avoid any specific foods during their 
pregnancy. For the remaining six cases who mentioned 
certain dietary restrictions, the foods avoided were 
bitter twin bananas for superstitious beliefs (i.e., fear 
of having twin ehildren) and (i.e.,hemorrhage may occur). 
Likewise, 81.7% of the respondents did not have any food 
preference during pregnancy. The remainder mentioned 
preference for non-bitter foods, meat, sour foods, coconut 
hear-t, cassava, and fruits due to their flavor and to gain 
strength. No specific precautions were taken to ensure a 
safe delivery in 95.4% of the cases. The remaining five 
Table 2.7 
Health Seeking Behavior 
Percentage with no dietary tabo 
during pregnancy 
Percentage with no food preference 
during pregnancy 
Indicators of Labor: 
Cramps, abdominal and waist pain 
Place of Delivery: 
Home 
Parent house 
Home of traditional birth attendant 




Traditional birth attendant 
Percentage cutting umbilical cord by 
cogon grass 
Percentage with complications in 
delivery 
Percentage with uncoiltrolled bleeding 
of those with complications 
Percentage perceiving high maternal 
death rate 
Percentage observing dietary restric- 
tions after delivery 
Avoidance of relapse as reason for such 
restrictions (of those avoiding 
restrictions) 
Percentage taking rice porridge after 
del ivery 
Percentage breastfeeding 





















lying down and massaging the abdomen 
sitting with a cloth around the waist 
tied to the roof 
kneeling with the abdomen being 
massaged 
standing with the waist tied against 
a post 
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claimed they stayed at home and avoided meat and twin 
bananas in their diet. 
Del¡very. The major indicators of the approaching 
delivery by the mothers are stomach cramps, pain in the 
abdomen and waist, (99.1%) and the rupture of the 
"amniotic sac." Once these signals come, the women do not 
leave the house, they tie their waist and massage the 
abdomen or have their abdomen massaged. Most of the 
deliveries occur at home with the husband attending, and 





In accounting for the absence of hygienic practices, 
de la Paz (1968) notes that 
When a young mother is about to give birth, she 
is .almost left alone with her labor pains. The 
husband helps her by massaging her abdomen. In 
case a midwife is present in the settlement, she 
may be called to help out in the delivery of the 
child. Most of the time it is the husband who 
attends to the wife. Immediately after delivery, 
the husband bathes the child or simply cleanses 
it with a damp cloth. With a sharp bamboo stick, 
he cuts off the umbilical cord. The mother is 
given a sponge bath and made to. drink some 
portions prepared from boiled leaves, roots, and 
barks. They believe that the mother's strength 
will be restored in no time." 
Another account of a Mangyan delivery by the same 
author is as follows: 
The mother was half bare and the child completely 
bare. The mother pulled something. It was the 
cord. Then, another, the placenta. She did it 
in a sitting position 8nd managed the whole 
affair alone. The Mangyan father cuts the 
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umbilical cord with his bolo, cleans the child 
with a cloth while-the mother drinks a potion 
from boiled leaves, roots, and barks. 
Herbal conctions such as anahaw, honey, betel nuts, and 
banana leaves are taken for ease in delivery. 
In the study communities, the cutting of the umbili- 
cal cord is done through the use of cogon grass in most 
cases (72.9%) followed by the use of thread (14.5%). All 
of the respondents felt that it was easy to do this. A 
high percentage (47.8%) reported having delivery complica- 
tions in the form of uncontrolled bleeding (79.4%) and 
abdominal cramps (18.2%). Management is done through hot 
compress (23.7%), by massaging the abdomen (12.7), and by 
rubbing with boiled pasbakon (a tree bark)and banana 
leaves (9.1%). Most of the respondents discerned a high 
maternal mortality rate (57.4%) due to dystocia (inability 
to evacuate the infant - 59.1%), abruptio placenta 
(28.8%), and severe bleeding (7.6%). 
Dietary restrictions are observed after delivery by 
32.1% of the respondents. The foods avoided to prevent 
relapse and bleeding include corn, tubers, coconut, meat, 
cassava, mongo, papaya, and sweet foods. Porridge is 
taken by 58.1% of the respondents followed by rice (14%) 
to regain strength. No additional precautions are made by 
80% of the mothers, and the rest stay at home for about a 
week without doing any work. 
Traditional healers and some village elders are often 
sought by women who want to have abortion. These health 
providers claimed that they have a foolproof method of 
inducing abortion. They said that there are special vine 
and tree roots and barks in the village that they use to 
make a potion. The reason given for inducing abortion is 
poverty. Cases of unwanted babies being given away for 
adoption due to poverty have also been reported. 
Postnatal Care. The prevalence of breastfeeding is 
evident in the reports of 99.1% of the women. No nipple 
cleaning was observed among the mothers and babies are 
breastfed on demand. Very few (6.1%) received advice from 
their mothers and among those who did, this was in the 
form of herbs and foods. No specificfoods are taken 
during lactation. Very few mothers gave their babies food 
and milk supplements initially. Supplementation occurred 
quite late--an average of six months after birth, and 
porridge was the main food given. Milk supplements were 
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also mentioned and they included noted milk brands such - 
Alaskal_ 'Liberty and Nido. Porridge is likewise given when 
a child is ill. 
After birth, the child is always with its mother 
until it is weaned. There are some older children those 
who are between three to five years old) who continue to 
breastfed. The child is constantly with the mother, at 
times slung on her shoulders, and is brought along by the 
mother whereever she goes, whether she is in the clearing, 
visiting another settlement, or washing in a nearby 
spring. 
Perception and Management of Specific Illnesses 
The household heads were queried about their 
perceptions of the causes and treatment of different 
common illnesses in the community particularly diarrhea, 
measles, respiratory tract infection, tuberculosis, 
parasitism and skin diseases. The results are as follows. 
Ditrrht4. Details on the perception and management 
of specific illnesses are given in Table 2.8. More than 
three-fourths (77.1%) of the respondents did not know the 
causation of diarrhea. Of those who gave a response, most 
felt that it was due to overeating and inhalation of germs 
(15.3%). The symptoms mentioned were watery stools 
(57.6%), stomach cramps (26.3%) and vomiting (4.2%). The 
major therapy given is duhat boiled and ingested (53.4%), 
dita boiled (4.2%), guava leaves (3.4%), and 13.6% do not 
use any remedy at all. 
Measles. More than half of the respondents, (.53.2%) 
did not know how measles occurred. The rest posited bad 
air (15.3%), weather (16.1%), overeating (3.4%), and dirty 
surroundings (7.6%). The manifestation mentioned was skin 
rashes. No medication was given by 66.9% of the house- 
holds; of those who gave medication, the herbs mentioned 
were boiled dita leaves, boiled bignay, tanglad leaves, 
boiled lemon leaves, and tobacco seeds. 
Respiratory Illnesses. About a third (30.5%) of the 
respondents did not know the etiology of respiratory 
illnesses, although more than half (59.3%) attributed it 
to Lhe weather. The major manifestations cited were 
colds, cough. fever and head-aches. Again, herbs are 
ingested such as dita, sambong, ginger, banana, bangkal, 
alibon roots, lubigan roots, and karambong juice. About a 
third (35.6%) take aspirin. 
Table 2.8 
Perception and Management of Households 
of Specific Illnesses 
Percentage with no knowledge of the etiology of: 
Diarrhea 
Meas les 





Percentage using traditional healers 
Percentage reporting not being visited. 
by any health personnel in the past 
year 













MAlArig. Malaria was attibuted to the weather by 
51.7% of the respondents, while 33.1% did not know bhe 
cause of the disease. The others reported dirty food, 
unsanitary environment, and weak body. The manifestations 
cited were fever (46.6%), chills (38.1%), headaches and 
fever. About 42.4% take tables from the Peace Corps 
trained healers, while the rest take herbs like dita, 
sambpng, sambariba, pasbakon, bangkal, lemon leaves and 
bitter bark. 
Tuberculpsis. About 63.6% of the respondents did not 
know the cause of tuberculosis, The rest who had some 
notions about this disease perceived that dirty food, 
dirty surroundings, hard work, weather,,sprain and dried 
perspiration as the causes of this illness. The manifes- 
tations reported were spitting of blood (65.3%), coughing, 
and weak body. No medication was given by 45.3% of the 
respondents, and another 47.5% did not know how to manage 
the illness. Only two respondents mentioned barayong bark 
and roots. 
Parasitism. More than half of the respondents did 
not know the etiology of parasitism. The rest gave 
ingestion of dirty food (21.2%) and playing on the ground 
(21.2%). The manifestations reported were excretion of 
worms (66.9%) and bulging of the belly (16.1%), while 11% 
did not know the outward appearance of the illness. No 
therapy was reported by 44.9% of the respondents, and 




A substantial portion (68.7%) of the 
respondents did not know the cause of this ailment. 
About 13.6% indicated playing with dirt and 11%, playing 
in the grass. The manifestations given were scabies and 
itchy skin. Again, 68.6% did not know how to treat it, 
and 29.7% did not have any specific presciption at all. 
Family Planning 
Most of the respondents were not aware of family 
planning practices (87.7%) as well as voluntary termina- 
tion of pregnancy (93.9%). Only seven respondents 
mentioned having used a method--five through the intake 'Of 
pills and two through-potions of roots of trees. It is 
common for couples (89.2%) to refrain from sexual 
relationship post partum for an average of three months. 
Utilization of Health Services 
The 'persons utilized for health services were mainly 
the traditional healers (92%) who prescribe herbs, massage 
the patient, and occasionally modern drugs. Most of the 
services are rendered for free, but in certain instances 
beads which costs from 25-50 centavos are given by the 
patient's family as gifts or donations to the traditional 
health provider. Consultation of the traditional healers 
ranges from one to five times during the year. An over- 
whelming majority of the people (98.5%) bewailed the lack 
of health personnel to visit them for their health 
problems. However, 4% visit the health center for varied 
purposes and 8.5% go to the PPM (Programa sa Pagpapaunlad 
ng Mangyan) to ask for free medicines. 
LOttnti41.2 for 14PPing Community Resources 
A large proportion (92.4%) of the respondents signi- 
fied their interest in joining a health care program as 
trainees for health care services in the community, and 
they are willing to put in any amount of time that is 
needed by the program (81.1%). Only 7.2% were willing to 
render service for one day per week. About 75% mentioned 
any day as convenient, while 6.3% mentioned Sundays. They 
were interested in to become involved in weighing and 
feeding programs, family planning, immunization campaigns, 
health education, and environmental sanitation. 
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Djetary Eattern 
Since food intake is very deficient in protein, 
vitamins, minerals and other essential nutrients, Mangyans 
are susceptible to various kind of diseases. Their diet 
often consists mainly of root crops like yams, togue 
(munggo sprouts) , sweet potatoes, ube, sago, peanuts, 
edible vines and fruits. Rootcrops are sometimes sup- 
plemented with game such as wild birds and chickens, wild 
pigs, deer and monkeys. Fish, eel and shrimps are caught 
occasionally in the streams and rivers, and rattan shoots 
are gathered. Honey is collected principally for 
children. During the year, community experiences periods 
of food shortage particularly in the months of April to 
June. These months .are considered lean periods and it 
was observed that there is often a dip in the intake of 
specific food items such as rice and corn among the 
households. 
Nutritional Status of the Preschoolers and Mothers 
Malnutrition is prevalent as evinced by the clinical 
signs presented by the children and the mothers. Children 
with kwashiorkor were spotted in the households. The 
stomach are often bloated, signs of anemia are evident, 
and the hair is thinning and discolored. Earlier studies 
described that more than 75% of the preschoolers had 
weights for heights below the Food and Nutrition Research 
Institute (FNRI) standards and that generally, the nutri- 
tional status of the children is below the normal level. 
Sixty one per cent of the wives had weights for heights 
below the FNRI standards. Using the Waterlow's classifi- 
cation (Table 2.9), it is observed that only about a 
third (31-45%) of the preschoolers were normal. A large 
percentage of the infants were either stunted (37%) or 
wasted (18.5%). Among those 1-3 years of age, 26% were 
wasted, 28% were stunted and 15% were both stunted and 
wasted. Again, 28% of the 4-6 years of age were wasted 
and 34% were stunted. About 52% of the preschoolers and 
47% of the mothers were below the standard weight for age 
(See Figures 2.1 and 2.1). Using the FNRI standards 
(Table 2.10), it was observed that more than half of the 
presehoolers (53.7%) were malnourished at the second and 
third level. Another 39% were in the primary malnourished 
category. Only 7.4% of the children can be considered 
normal. The high degree of uLunLing iu a rolloGLion of 
chronic malnutrition which affects the children over a 
long period of time and is less amenable to intervention 
measures. The link between nutrition and infection is 
not clear since 33.3% of normal children either had no 
illnesses or were sick of non-preventable causes (e.g. 
injuries) compared to a range of 27 to 52% among the 
malnourished. Among the latter, the proportion of 
illnesses due to gastrointestinal causes ranged from 12 to 
25.4%. The relationship between malnutrition and 
infection is more marked in rospiratory illnesses where 
the prevalence is only 16.7% in normal cases but ranged 
from 36 to 40% among the malnourished (Table 2.11). 
Table 2.9 
Percentage Distribution of Preschoolers by 
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Age Group Normal o o o 
(mos.) Weight 1 2 3 TOTAL 
0 - 12 13.8 34.5 44.8 6.9 (29)-100% 
12 - 23 5.7 28.6 34.3 31.4 (35)-100% 
24 - 3!) 9.5 19.1 38.1 33.3 (21)-100% - 
36 - 47 6.7 53.3 30.0 10.0 (30)-100% 
48 - 59 5.5 44.5 50.0 (18)-100% 
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: 12 : 63 : 6? : 25 : 162 i 
, 
: ( 7.4) : (38.9) : (38.3) : (15.4) : (100) ! 
Table 2.11 




Nutritional intes- Respi- 
Status tinal ratory Others None TOTAL 
Normal 50.0 16.7 8.3 25.0 (12)-100% 
o 
1 25.4 47.6 7.9 19.1 (63)-100% 
o 
2 22.6 37.1 14.5 25.8 (62)-100% 
3 
o 
12.0 36.0 20.0 32.0 (25)-100% 
39 64 20 39 162 
(24.1) (39.5) (12.3) (24.1) (100%) 
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Summary 
The baseline information on the health and nutri- 
tional status of the Hanunuo Mangyan population in 
Barangay Binli was drawn from three sources--community 
service survey, clinical assessment, and personal 
interviews with the health providers. Assessment of the 
government health services in the community indicated a 
low coverage (approximately 18%) of the households due to 
lack of manpower and drug supply. The four healers who 
were interviewed manifested a general lack of knowledge of 
disease causation as well as of proper management. The 
clinical assessment undertaken revealed problems involving 
the respiratory tract, nutrition, parasites, skin 
diseases, malaria and dental caries. 
The population is largely young with 60.4% below 15 
years of age. A substantial number do not have any 
edueation, and the major source of livelihood is kaingin 
(swidden) farming. 
Environmental sanitation facilities are poor-94.9% 
use the bush as their toilet, 75.4% procure water from 
open streams and springs as the stored this either in 
bamboo or plastic containers. 
The pretransition nature of the society is exhibited 
in the high fertility and mortality of the population. 
The average number of pregnancies is seven, and the number 
of ohildren born aliVe is five. Fetal wastage occurs in 
14% of the households, and 25% .of the total livebirths end 
in childhood death. The major causes of death -are 
preuentable--53% from respiratory distress, 16% from 
gastrointestinal disorders. 7% from malaria, and 10% from 
nutrition-related causes. The average family size desired 
by the household heads is eight for the major reason of 
adding more manpower or farm hands for swidden agriculture 
(kaingin). 
The recall of deaths occuring in the previous year 
was relatively poor, and of the nine deaths reported, all 
weie children. The causes were diarrhea, upper respira- 
tory tract infection and nutrition-related. The,illness 
prvalence was 89% in january and the summer month of May 
and June. Again, the aforementioned causes were cited. 
Inlervention for illnesses was made at home largely by 
family members with the use of herbs. 
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As for childbirth, no prenatal care is sought. 
Deliveries are undertaken at borne either by squatting or 
by lying down, and with the husband as the attendant. No 
septic precautions are taken. The umbilical cord ds cut 
with the use of cogon grass or thread. Complications of 
delivery are rather common (48%) in the form of uncon- 
trolled bleeding and abdominal cramps which are managed by 
a hot compress, abdomen massage and herbs. Unfortunately, 
nourishing foods are avoided and food intake is limited to 
porrAdge and rice. 
High maternal mortality is likewise reported. Breast- 
feeding is prevalent in 99% of the wives, and food 
supp3ementation for infants occurs late,--about six months 
from delivery. Again, porridge.and leftover foods are 
taken. 
The lack of knowledge of the etiology of specific 
illnesses is notable and is compounded by nontherapy or 
the use of traditional healers whose health management is 
inadequate. Stunting and wasting are prevalent among the 
preschoolers, and from 55.5% to 69.3% of the children are 
malnourished. About 52% of the preschoolers and 47% of 
the mothers are below the standard weight for age. Using 
the FNRI standards, only 7.4% of the preschoolers have 
normal .weights for age. The link between nutrition and 
infection is rather nebulous. However, no concrete 
relationship was obtained between gastrointestinal illness 
prevblence and malnutrition, while for respiratory 
illness the prevalence is higher in the malnourished 
group. Cognizant of these problems, the residents 
signified their interest in participating in a training 
program for the provision of specific health services such 
as weighing and feeding, immunization campaign, family 
planning and health education. 
The absence of medical personnel as well as the 
unhygienic practices among Mangyans are responsible for 
the high mortality and mortality rates observed in the 
three sitios. Despite the growing acceptance of modern 
medicine, health facilities are non-existence in these 
communities. The more important health problems confron- 
fting the Mangyans are the following: (1) Environmental 
sanitation or the lack of sanitary toilets, the absence 
of potable water supply, improper storage of water and the 
problem of water pollution result in the widespread 
incidence of cholera, dysentery, diarrhea, skin di soase 
and tuberculosis; (2) Lack of medieal personnel and drugs; 
(3) Inadequate knowledge of curative and preventive health 
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care emanating from the ignorance of the etiology of 
illness and its subsequent improper management; (4) Lack 
of adequate prenatal care and septic delivery practices 
and absence of maternal and child health programs; (5) 
Poor nutritional status due to improper dietary practices 
and lack of food supply; and (6) Lack of health education. 
All of these problems point to the need for adeqi.tate 
information and training on health care, for lectures and 
for dissemination of media instruments for teaching health 
practices. 
Chapter Three 
PLANNING OF THE HEALTH CARE PROGRAM 
A participatory development project should begin with 
the substantive participation of the local community in 
its planning. This involvement of community members from 
the very start of a project can ensure that their ideas 
and viewpoints are given full consideration in the plan- 
ning and design of the activities that are to be 
implemented and can serve as a means for initiating 
community decision making in project administration. 
Community participation in project planning is a primary 
factor in the ultimate success and sustainability of a 
participatory development project insofar as it enables 
the eommunity to perceive that the project is of their own 
making and design rather than that of an outside agency. 
Some of the areas in which a community can participate in 
the initial planning of a project include whether or not 
it will be involved in the project, who among its members 
will participate, what will be the nature of its partici 
pation in the project, and how will it be able to have 
decision making authority in the project. 
This chapter is concerned with the planning of the 
- community based health care program with the Hanunuo 
community. It includes discussion of the dissemination of 
the health survey results to the community, the decision 
making of the community to participate in the health care 
program, the recruitment and selection of villagers to 
servo as community health volunteers, and the organi2ation 
of village health committees to participate in project 
planning and decision making. 
Dissemination of Survey Results 
Baseline information on the health and nutritional 
status of the Hanunuo villagers was obtained from three 
primary sources, that is, a household health survey, a 
clinical assessment of villagers conducted by the medicAl 
conseltant and medical technologist of the project, and 
struetured interviews with the health care providers in 
the lillages. Those data were processed and analyzed, and 
the more significant results from the health survey and 
clincal evaluation were selected for the research 
dissemination to the community. To ensure that the 
Hanunuo would be able to understand the findings presented 
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to them, large drawings that illustrated the research 
results were produced for the the dissemination. 
Several days prior to the dissemination meetings in 
sitios Bailan and Umabang, project staff members met with 
the village officials to discuss the preparation for the 
dissemination and other aspects of the health care 
project. In both villages, agreements reached with the 
off icials concerned the date, time and specific locale,of 
the dissemination and their responsibility for informing 
the other officials and community members of the upcoming 
dissemination. Also presented to the village officials 
during the meetings were the other topics that would be 
discussed after the dissemination including the implement- 
ation of the community health care program, the training 
of the health workers and the eonstruction of health 
clinics in each village. In addition to those meetings in 
Bailan and Umabang, a project staff member went to the 
village of Amindang, which was initially included in the 
project site, to invite the residents to the disseprination 
in Umabang. 
The dissemination meetings were held in the larger 
houses in the sitios with the people sitting onthe floor 
facing the project staff members. The sessions began with 
one of the staff members presenting the rationale for the 
household health survey and clinical evaluation and for 
the dissemination of the research results to the 
community. The project nurse then discussed the more 
salient findings from the h6alth survey and the clinical 
assessment. The topics presented to the villagers 
included the socioeconomic and demographic profile of the 
villages, their most prevalent illnesses and diseases, the 
primary causes of death among villagers, their fertility 
and mortality patterns, their perception and management of 
specific illnesses, including their use of herbal plants, 
and their major health problems. 
Also reported to the community during the 
dissemination WAS that almost all of the survey 
respondents (92%) had indicated an interest in partici- 
pating in a community based health care program and that 
they had expressed a willingness to devote "any amount of 
time that was required for such a program (81%). The 
villagers were told that the kinds of health care activi- 
ties they had indicated an interest in joining were family 
planning, immunization, health education, and environmen- 
tal sanitation. 
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The above information from the health survey and 
clinical assessment was presented to the Hanunuo through a 
lecture which was supplemented by large, colored drawings 
that illustrated the topics discussed: for example, 
sketches of Hanunuo figures were used to depict the signs 
and symptoms of their common illnesses. The general 
atmosphere of the dissemination was somewhat informal 
insofar as people asked questions or offered comments 
during the course of the presentation rather than 
remaining silent through it. 
As for the community's response to the dissemination, 
the villagers appeared very interested in the research 
results and responded by expressing confirmation of some 
of the findings and by asking questions and commenting on 
other results that were not immediately clear to them. 
The dissemination meetings in both villages lasted 
for almost two hours and were well attended. In Bailan 
about 85 adults were present including almost all of the 
villAige officials, while in flmabang about 70 adults 
attended including 10 visitors from Bailan who came to 
listen to the presentation Of1(;(; more. Al so aLLending Lho 
dissemination in Umabang were the midwife of the govern- 
ment health center in Bulalacao, the nearest lowland town 
to the project site, and the sanitary inspector of that 
town. They, along with the community health nurse of the 
health center, had been invited to the dissemination.The 
midwife and the nurse previously had agreed to conduct the 
training of the health care workers scheduled for a few 
months later. 
Çommunity Decision to Participate 
Following the presentation of the health survey 
results, the proposed community based health care program 
was discussed with the villagers, and they expressed their 
ideas and offered their suggestions for its implementa- 
tion. In Bailan, after a general discussion of the pro- 
posed. health care program led by project staff members had 
been conducted, the villagers were given the opportunity 
to discuss the health program among themselves. They 
asked their village officials to give their comments and 
thoughts regarding the prógram, and eommunity members 
responded to them with,questions and comment8. One of Lhe 
issues raised by the leaders was the necessity for 
maintaining cleanliness in the village, particularly in 
the core settlement area. In this regard, they stated 
Health Volunteers 
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that pigs and other fdrm animals should not be allowed to 
roam freely throughout the village. The officials also 
brought up the possibility of building toilets, and soMe 
community members responded that it would be difficult and 
would require much time and effort. Nonetheless, the 
community consensus was that they should construct pit 
latrines, and this is the primary reason why during the 
training workshops the practicum assignments given to the 
trainees was to build a toilet facility near their homes. 
The major decisions concerning the proposed community 
health care program made by the members of both villages 
during the dissemination meetings were that they wanted to 
participate in the health program and that they. were 
willing to assume the duties and responsibilities that 
are involved in such participation. They also agreed to 
construct health clinics in the village centers for the 
healal program for which they would provide the necessary 
materials and labor through arawatan or communal effort. 
They also decided that the training workshops for the 
community health workers would be held in their villages 
in December since by then the rice harvest would be 
completed, and thus they would have the necessary time to 
devote to the training. Also during the dissemination 
meetings, the prospective health care trainees were 
presented to the villagers and were given their approval 
to participate in the training. The trainees agreed that 
they would provide their own food and lodging during the 
training period. 
Recruitment and Selection of the Community 
The recruitment of villagers to be trained as 
community health workers was conducted in the first phase 
of the project, particularly during the months of July and 
August 1985. During the course of data gathering activi- 
ties, a project staff member informally asked individual 
villagers if they would be interested in serving their 
community as health care providers and also explained to 
them the nature of the tasks and responsibilities involved 
in doing such work. Other villagers, upon learning of the 
. proposed community-based health oare program and of the 
possibility of being trained to provide health care 
services, approached the staff member to inquire about 
participation in the training. An informal list of 
potential trainees was thus compiled based on those 
initial inquiries with villagers. 
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The primary criterion in the recruitment of the 
villagers who would be trained as health care providers 
was expressed interest in participating in the health care 
program since they would be serving the community as 
volunteers. All villagers who indicated such an interest 
were accepted for the training workshops. However, a 
prerequisite for being accepted as a trainee was the 
ability to read, write and understand Filipino, the 
national language of the Philippines, or literacy in the 
Hanunuo language. Knowledge of Filipino was necessary 
because the training workshops were conducted in that 
language, and the training manual and other written 
materials used during the training were in Filipino. 
However, for those trainees who cannot read or write 
Filipino, a Hanunuo translation of the training manual was 
provided to them. 
A secondary criterion for acceptance as a trainee was 
harmonious interpersonal relationships with other vil- 
lagers. This factor was considered necessary because in 
order to serve the community properly and to ensure that 
vil lagers would not hesitate in seeking their servioes, 
the tiealth workers had to be eommunity members who, at the 
least, were not disliked or socially avoided by other 
villagers. Indeed, prior to the training workshops, nega- 
tive comments were expressed to project staff members 
about particular volunteers for the training. But rather 
than exclude those villagers from participating in the 
workshops, caution was used in assigning them to the 
households to which they would provide health care 
services. 
Another secondary factor taken into consideration in 
the recruitment of the trainees was their location of 
residence. Since the project area consistes of two core 
settlements that are both surrounded by numerous outlying 
clusters of households, some of which are quite distant 
from the village centers, it was necessary to ensure that 
the health care providers came from both the core settle- 
ments and the surrounding hamlets so that all villagers 
throughout the project site would have access to health 
care services. Thus, villagers from both the core and 
outlying areas were recruited for the training. 
The volunteers for the training workshops were 
presented to their respective communities for their 
approval during the health survey dissemination meetings 
held in both project villages. Each of the volunteers was 
individually introduced to the community which gave its 
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approval to them as a group bY acclaim. Thus, the 
ultimate selection of the trainees to serve as health care 
workers was the community's decision, although a project 
staff member did the initial recruitment of interested 
villagers. 
Profile of the Health Workers 
A total of 37 villagers were trained to serve the 
Hanunuo community as health workers--16 in Umabang and 21 
in Bailan. As evident in Table 3.1, the great majority of 
them are females (81.%), while only seven are males. 
Their average is 26 years with those in Umabang (28 years) 
somewhat older than those in Bailan (24.5- years). The 
age range of the volunteers is from 15 to 52 years, 
although five persons do not know their exact age which is 
common among the older villagers. Most of them are 
married (73.0%), while the others are still single 
(13.5%), have been widowed (10.8%) or are separated 
(2.7%). In terms of educational attainment, 18 or almost 
one-half of the health workers have had no formal edu- 
cation, while their average number of years of education 
completed around two years with the highest grade attained 
being the sixth grade. The occupation of all of the 
volunteers is farming with the exception of one person who 
is still a student. With regard to locale of residence, 
about one-third (35.1%) of the health workers live in the 
core settlement area of the villages, while the remainder 
reside in the surrounding area in dispersed. hamlets that 
consists of small clusters of households. 
At least six of the community volunteers had received 
previous health training a few years before the 
implementation of the health care projeet. Three 
villagers, two in Umabang and one in Bailan, were trained 
as community paramedics by American Peace Corps volunteers 
who previously had served in the villages. 
Three other villagers, again two from Umabang and one 
from Bailan, received health care instruction from a non- 
government organization that provides assistance to 
Mangyan communities, the Programa sa Pagpapaunlad ng 
Mangyan (Mangyan Development Program). However, the health 
training provided those villagers was not within the 
specific context of a community-based health care program. 
Table 3.1 
Socioeconomic and Demographic Profile 
of the Health Workers 
Bailan Umabang Total 
SDc 
Males 5 2 ' 7 
Females 16 14 30 
Average age ¡in years' 24.5 27.9 26.1 
Uva Status 
Married 14 13 27 
Single 3 2 5 
Widowed , 1 4 
Separated 1 0 J. 
Education 
None 8 
Average (number of 
years in school) 2.0 
10 18 
1.7 1.9 
Village proper 7 6 13 
Outlying hamlet 14 10 24 
Coverage Areas 
In terms of their assigned catchment areas to which 
they were responsible for providing health services, the 
average number of households assigned to a health worker 
was 4.3 (including his or her own family). The health 
providers in Bailan served slightly more households than 
those in Umabang. As evident in Table 3.2, the number of 
families in a coverage area ranged from three to t1:. many 
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Occupation 
Farmer 20 16 36 
Student 1 0 1 
Residence 
:3.13 
as seven, although an attempt was made to distribute the 
hou:Aeholds as equally as posible among the volunteers in 
a village. 
Table 3.2 
Number of Households Served By A Health Worker 
The families assigned to a health worker were deter- 
mined by the project nurse primarily according to the 
location of residence of the worker. Those volunteers who 
live in the core area of the village center, while those 
surrounding the village proper were responsible for house- 
holds in those areas. The primary reason for this divi- 
sion of services among the health providers was to mini- 
mize the distance between a volunteer's residence and his 
or her her coverage area in order to facilitate the 
regular provision of health care since the Hanunuo are 
widely dispersed in numerous hamlets throughout the pro- 
ject site. For example, Umabang's 66 households are di- 
vided among the village center (17 households) and 13 
outlying hamlets that have from 1 to 15 households. 
Bailan has 93 households and con sists of the village 
proper (23 households) and 23 surrounding hamlets that 
range in sise from 1 to seven households. Furthermore, 
the number of hamlets in Bailan inoreased to 31 later in 
the implemen tation phase of the project as a result of 
families moving to new swidden fields, in some cases quite 
distant from the central village area. In both villages, 
the closest hamlets to the village center are a thirty 
Numher of 
Households 
Number of Health Workers 
Bailan Umabang Total 
3 :3 4 7 
4 8 9 17 
5 8 1 9 
6 2 1 3 
7 0 1 1 
21 16 :37 
Average number of 
assigned household 4.3 4. 4 4.1 
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minutes' walk away, but the more distant hamlets can be 
over two hours away by walking. .The dispersal of vil- 
lagers in different settlement sites is compounded by the 
hiking from one hamlet to another quite tiring if not 
difficulty, especially during the five-month rainy season 
from June to October when the trails are muddy and 
slippery. 
In Bailan, which has considerably more households and 
outlying hamlets than does Umabang, the health volunteers 
were responsible for households in as many as three ham- 
lets (including the village proper) with almost two- 
thirds of them serving two or three hamlets. This 
situation was made necessary because of the lack of health 
providers in the majority of hamlets in Bailan such that, 
for example, most of the workers in the village proper 
also were assigned to one or two hamlets that are as. far 
away as a two hours' walk. 'In such cases, the distance 
from a volunteer's residence to his or her catchment, area 
affected the delivery of health services as will be 
discussed later in this chapter. In contrast to the 
situation in Ba:ilan, only ope health provider in Umabang 
served families in mor'e ,than one hamlet. 
Organization of Village Health Care Committees 
Village health committees were organized by the 
project nurse in both of the project villages during the 
firut month of the projec,L implementation phaue. The 
committees are composed of health workers, their husbands, 
community officials and other villagers and have ten 
members, most of whom are males. Each of the committees 
is chaired by the sitio kapitan or village headman who was 
appointed as chairman by the project nurse. Given the 
participatory orientation of the health care program, the 
objective in organizing those committees was to enable the 
community at large and not only the health workers to have 
a formal and direct means of participating in project 
planning and decision making. That is, the committees 
were intended to serve as the means by which the community 
can provide inputs into the planning and implementation of 
the project by informing the project staff of their 
desires, needs and views regarding project plans and 
activities. 
In the village of Umabang, there was no difficulty 
eneountered in organizing the health committee inzofor as 
nominated community members were willing te serve on it. 
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This willingness might be due to the fact that two-thirds 
of the elected committee members were also health care 
workers and thus were already participating in the 
project. However, in the other project village, Bailan, 
it took over an hour to organize its health committee 
because of the unwillingness of villagers to serve on it. 
The organization of the health committee was held during a 
general community meeting with project staff members 
regarding the health care project which was attended by 
about 100 people. During the discussion of the health 
committee, villagers reiterated that they wanted to parti- 
cipate in the project and agreed that a committee is 
necessary to assist the project staff members, the health 
volunteers and the wider community in initiating and 
implementing project activities. Nonetheless, almost 
everyone who was nominated for the committee declined to 
serve. The villagers were then given some time to decide 
among themselves who should serve on the committee. 
Following their discussion, the previously nominated 
persons accepted the nominations and were elected by the 
community by acclaim. 
After the community meeting, a project staff member 
informally interviewed one of the newly elected health 
eommittee members as to why villagers were reluctant to 
serve on the eommittee. He said that perhaps it is 
because of their fear of the traditional responsibilities 
and duties involved and also of being blamed by others for 
any negative results. The villagers' apprehension that 
holding a formal position in a community project means 
that they will have additional work to do is perhaps based 
on their misunderstanding of the intended function of the 
village health committee in the project. It seems that 
the villagers viewed the committee primarily as a means by 
which the project staff would be provided with assistance 
in the form of voluntary labor for the implementation of 
project activities. Even during the data gathering phase 
of the project, villagers had been asked to bring up 
supplies and materials needed by project staff members 
from the foothills, which are a considerable distance away 
from the village. Furthermore, they have their own work 
to be done in their swidden fields. Apparently, the 
villagers did not view the health committee as a means by 
which they could actively participate in project planning 
and decision making, perhaps because this point was not 
emphasized strongly enough to them. 
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Summary 
In planning the community-based health program, con- 
sultation meetings with leaders and community members were 
conducted. Even the selection of village health workers 
and the village health care committees were done with the 
approval of the community. Such approaches were adopted to 
ensure participation from the community during the 
implementation phase of the health program. 
Chapter Four 
THE TRAINING PROGRAM 
This chapter describes the.initial training program 
for the Hanunuo health care workers. It discusses the 
preparation and contents of the handbook that was used in 
the training of the health workers, the format of and 
activities undertaken during the training workshops, the 
results of an evaluation of the workshops by the health 
workers, problems encountered during the training, and 
provisions for continued training of the health care 
providers. 
?reparation of tht Health Workers' Handbook 
The instruction manual that was used to train the 
Hanunuo health workers, "A Handbook for the Barangay 
Health Worker in Mangyan Communities", was adopted from 
the primer developed by the Department of Health (DOH) of 
the Philippines for its nationwide Primary Health Care 
Program, which is being implemented primarily in lowland 
urban and rural communities. The DOH's manual was revised 
for use in Hanunuo communities by the project consultants 
--a physician and public health nurse with considerable 
experience in primary health care. The revision took into 
consideration the health and nutritional problems, indige- 
nous health beliefs and practices, local resource avail- 
ability, and overall cultural context of the Hanunuo, 
information that was obtained through the household health 
survey, clinical assessment, and observations and inter- 
views conducted during the first phase of the project. 
For example, a section on medicinal plants was added to 
the handbook since it was observed that the Hanunuo use 
certain plants from the area in their treatment of various 
illnesses and ailments. This section includes instruc- 
tions on the preparation and directions for use of various 
medicinal plants that can be used in the treatment of 
common illnesses in the area such as fever, cough, head- 
ache, diarrhea, stomachache, and cuts and burns. On the 
other hand, a module on soap making was omitted from the 
revised handbook because some of the important ingredients 
were not available locally or would have to be purchased 
at relatively considerable expense (see Appendix). 
The revision of the handbook also took into conside- 
ration the lack of formal education on the part of most of 
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the Hanunuo and their assumed level of understanding such 
that certain sections or sentences that were thought to be 
too difficult for them to comprehend were either rephrased 
or omitted altogether. Furthermore, in order to make the 
manual culturally relevant and appropriate to the Hanunuo 
and also to enhance its understanding by them, numerous 
illustrations that depict Hanunuo figures, material 
objects, common plants and fruits, and other familiar 
features from Hanunuo village life were added to accompany 
the text. 
After the handbook had been revised, it was trans- 
lated from English into Filipino, the national language of 
the Philippines, by project staff members. This Filipino 
version of the manual was then translated into Hanunuo 
using their syllabic script by a Hanunuo college -student. 
The Hanunuo version of the handbook is presently being 
finalized by a Dutch priest who has lived and worked among 
them for many years and who has attempted to standardized 
their syllabic script. 
Contents of the Manual 
The general objectives of the handbook are to 
instruct health care trainees so that they would be able 
to do the following : (1) understand the roles and 
functions of the village health worker in promoting health 
and preventing disease within the context of primary 
health care; (2) provide basic health care and services to 
the community; (3) to conduct household instruction in 
health and related subjects relevant to the prevailing 
health problems in the community; and (4) maintain a 
record of the services rendered to individuals and fami- 
lies within their assigned service area. 
The contents of the training manual consist of the 
following topics: (1) concept and goals of primary health 
care; (2) roles and functions of the village health 
worker; (3) maternal and child care, including pregnancy, 
childbirth and post-partum care; (4) family planning; and 
(5) nutrition. The handbook also includes instructions on 
first. aid for bleeding, wounds, fractures, burns and 
animbl bites and on the detection, treatment and 
prevention of specific illnesses such as tuberculosis and 
common respiratory infections, diarrhea, parasitism, 
malalia, and skin diseases, all of which are prevalent in 
the project area. Each of the above topics is presented 
as a separate module with specific objectives that the 
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trained community health worker should be able to meet. 
The handbook also includes instructions on the preparation 
and administration of locally available plant materials 
for the treatment of common ailments, for example, bananas 
to prepare a powder for the treatment of diarrhea, and 
tamarind, ginger and limes to concoct a cough syrup. In 
order to foster understanding and learning of the contents 
of the manual, each of its sections is accompanied with 
sketches that illustrate the instructional material. 
Training of the Trainors 
The trainors for the primary health care training of 
the Hanunuo health workers were a community health nurse 
and a midwife from the Department of Health's health 
center in Bulalacao, the nearest lowland town to the 
project site. They were asked to conduct the training 
because it was hoped that through this initial experience 
with the village health workers a collaborative linkage 
between the health care project and the health center 
could be developed. Prior to the training of the village 
health workers, the project nurse underwent training in 
Primary Health Care under the Department of Health. 
Besides, the public health nurse and midwife underwent a 
DOH-sponsored training for nurses and microscopic training 
on Malaria and Sputum Examination for TB Bacilli, respec- 
tively. 
Two weeks before the training of the health care 
providers, a two-day workshop was conducted in Calapan, 
the provincial capital of Oriental Mindoro, for the 
trainors by the project consultant who had prepared the 
handbook for the instruction of Hanunuo villagers. The 
workshop was intended to familiarize the trainors with the 
contents of the manual and to provide them with 
instructions and teaching techniques on how to conduct 
the training for Hanunuo. 
Training of the Village Health Workers 
Training workshops for the community health workers 
were conducted for five-day periods in the two project 
area in December 1985 using the handbook as a resmerce 
guide. The workshops sought to provide the trainees with 
a adnimum level of skills and knowledge so that they would 
he ;Able to assume initially their duties and responsibili- 
ties as heAlth care providers. I was fully realized that 
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the trainees would have to be provided with additional 
training during the ensuing year. As noted above, the 
trainors were a nurse and a midwife from the health center 
in the nearest lowland town. 
The trainees numbered 16 in each of the project 
villages of Bailan and Umabang or a total of 32. Some of 
the prospective trainees who had been given the approval 
of the villagers during community meetings held in 
September 1985 chose not to participate in the training, 
while others who expressed an interest in joining the 
training were allowed to do so. Twenty-five (78%) of the 
trainees were females, and 75% were married, while 15.6% 
were single and the others were widowed. Although some of 
the trainees do not know their exact age, the majority of 
them appeared to be between twenty to forty years old. 
The trainees carne from both the core settlement aras of 
the villages and their outlying hamlets, some of which are 
two hours' walk from the village proper. 
Some of the reasons given by the trainees for parti- 
cipating in the training workshops were: to help others 
with their health problems, to know what to do in the 
event of illness in the family, to know what medicines to 
use for particular illnesses, to learn about family plan- 
ning, and to learn preventive health care measures. 
The trainees included the village paramedics who 
previously had been instructed on providing health care 
services to the community by American Peace Corps 
volunteers who had worked in-the research sites before the 
project began. Two paramedics are from Umabang and one is 
from Bailan. However, the traditional healer or shaman in 
Umabang was ill during the training period and was not 
able to attend the workshop. 
The training workshops were conducted in the month of 
December because that is when the villagers are least 
occupied with agricultural work following the rice harvest 
in October and November and before the preparation of 
their fields for planting early in the coming year. In 
Bailan the training was held in the home of the village 
paramedic, which is one of the Jhrgor houses in the commu- 
nity, while in Umabang it was held in the partially 
constructed health clinic. Both of these structures are 
located in the core settlement areas of the vill es. 
Specifically, training courses were conducted in 
Umabang and Bailan on November 30 to December 7, 1985 and 
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December 9 to 12, 1986, respectively. There were 16 
health workers in Umabang (2 males and 14 females) and 15 
health workers in Bailan (4 males and 11 females) who 
completed the training courses. 
Training Program 
The training sessions began with the trainors intro- 
ducing themselves to the trainees who individually did the 
same. The trainors gave a brief introduction about prima- 
ry health care and the activities that would be conducted 
as part of the training during the following week. Each 
trainee was given a copy of the handbook for personal 
.use, a notebook for recording lecture notes and pencils. 
The trainees generally sat on the floor of the structure 
facing the trainors with some of the mothers tending to 
their babies or young children. 
The basic format of the instruction method was that 
the trainors would write information from the handbook 
concerned with a particular topic on a blackboard. Then 
the trainees would copy it in their notebooks, and then 
the trainors would lead a discussion of the subject 
matter by reviewing it for the trainees and by asking them 
a few questions. The trainors also used illustrated 
posters and other drawings as visual aids to supplement 
their lectures and discussion in order to enhance the 
learning of the trainees. As with the illustrations in 
the manual, the visual aids depicted Hanunuo figures and 
familiar objects and situations from village life. After 
each section of the handbook had been discussed the 
trainors reviewed the material with the trainees by asking 
them several questions. In general, the trainors 
attempted to create a congenial and somewhat informal 
atmosphere for the training sessions. For example, they 
led the trainees in singing songs together to serve as 
"ice-breakers" so that the trainees would feel less 
inhibeted during the classes and would be willing to 
participate more in the discussions. 
The trainors agreed to divide the topies included in 
the training handbook and assign among themselves topics 
they could handle adequately. Teaching-learning activi- 
ties included lecture-discussions conducted in Tagalog or 
translated to Mangyan by the participants themselves, 
demonstrations and visualization of pictures and illustra- 
tions. Learning resources included the use of flip- 
charts, chalkboards, pictures, training handbooks, 
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notebooks and pencils. A question and answer portion, 
role playing and return demonstration served as evaluation 
activities at the end of each training session. 
Aside from lectures, the training workshops also 
included demonstrations and "hands-on" instruction. The 
trainees were shown how to collect sputum samples for 
tuberculosis detection tests and blood smears for malaria 
tests, procedures which they then performed on each other. 
They also prepared various kinds of herbal remedies, such 
as a banana powder for treatment of diarrhea, a cough 
syrup made from lecally available fruits and roots, and a 
protein supplement for malnourished children made from 
powdered beans. The trainees also learned how to prepared 
a sugar and salt solution for oral rehydration therapy as 
treatment for diarrhea. 
The training also included practicum assignments 
given to the trainees. Their first task was to compile a 
listing of the members of the households within their 
assigned catchment areas, i.e., the households to which 
they were assigned to provide health care services. A 
longer term practicum assignment was that each of the 
trainees construct a pit latrine for the use of their 
families within the next month and a half and that they 
encourage the households within their catchment areas also 
to build such toilet facilities. During the training 
workshop held in Bailan, to serve as an example to the 
community, village officials constructed a pit toilet 
through communal labor for the use of project staff mem- 
bers based in that village. 
The training workshops ended with a verbal question 
and answer review session to determine the extent of 
knowledge retention on the part of the trainees. The 
trainors prepared what they considered to be general 
questions on the subjects they had discussed and read them 
to the trainees. In both villages the results were some- 
what disappointing insofar as only some of the trainees 
were able to answer the questions correctly, while the 
majority, particularly the women, did not even attempt. to 
answer the questions. Following the training, some of the 
trainees were informally interviewed as to why they had 
not responded to the questions posed by the trainers. 
They said that they were afraid that the trainors might 
become angry with them if they gave the wrong answer. 
Apparently, despite the efforts.of the trainers to make 
the trainees feel at ease during the workshops, they still 
felL somewhat uncomfortable with the trainors, perhaps a 
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reflection of the general reserved behavior of Hanunuo 
among strangers and outsiders, particularly lowland 
Filipinos. 
An additional five female villagers from Bailan were 
trained as community health workers by the project nurse 
during a five day period in April 1986. The training 
followed the same format as in the initial training work- 
shops; it covered the same topics from the handbook and 
involved similar teaching techniques such as lecture, 
discussions, visual aids and demonstrations. Three health 
workers who had been trained previously assisted in the 
second training by dictating material on the blackboard to 
the trainees making it easier for them to take notes. 
However, as in the previous training workshop in Bailan, 
the performance of the trainees during review sessions 
following the completion of each topic and during the 
final review session was poor. Only a few trainees 
attempted to answer the trainor's questions, while the 
others remained silent even when they were asked 
question6 directly by the trainor. However, their non- 
response did not necessarily mean that they did not 
know the answer to the persons seated next to them. 
It would seem that the new trainees, like the previous 
ones, were hesitant to express themselves in such a 
classroom-type setting. 
Problems Encountered 
A major problem that arose during the training work- 
shops involved the language in which it was conducted. 
The trainors used Filipino, the national language of the 
Philippines, in their lectures and in their written 
presentations on the blackboard and visual aids since they 
are unfamiliar with the Hanunuo language. All of the 
trainees can speak and understand Filipino to varying 
degrees of proficiency with the men in general having a 
better command of the language than the women because of 
more frequent interactions with lowland Filipinos. How- 
ever, several of the female trainees cannot read Filipino 
and so had problems in copying notes from the blackboard. 
In such cases, they had to have the persons seated next to 
them translate the information to them in Hanunuo while 
they wrote it in the Hanunuo syllabic script. After the 
training, the villagers stated that they would have 
preferred that it had been cOnducted in their own 
language because they could have understood the lectures 
and instruction better and alSo could have expressed 
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themselves more freely. As a result, almost all of the 
trainees said that they found the training workshops 
difficult, primarily because of the language problem. 
On their part, the trainors also said that they found 
the training very difficult, requiring patience and repe- 
tition, but they also considered it challenging. They 
said that the trainees require clear explanations and 
constant encouragement so that they can develop 
confidence in themselves as health care providers. 
The only drop-out from the training workshops 
occurred in Bailan on the fourth day of instruction, and 
the reason involved the language used in the training. 
The husband of a trainee withdrew his wife from the work- 
shop because she said that the other trainees were not 
assisting her in taking notes from the blackboard. The 
trainee cannot read or write in Filipino, although she 
can write using the Hanunuo script. When she mentioned 
her situation to the trainors, they asked those seated 
near to her to translate the material on the blackboard to 
her in Hanunuo so that she could take notes sinoe this 
procedure had been used successfully in Umabang during the 
previous workshop. But apparently the assistance provided 
her was insufficient. 
The Hanunuo version of the handbook also presented a 
problem during the training workshops. Because the 
Hanunuo syllabic script has not been fully standardized, 
most of the trainees said that they had difficulty reading 
the manual due to variations in the shape of the syllable 
characters. As a result, most of the trainees preferred 
the Pilipino version of the handbook for their personal 
use, except for those trainees who cannot read that 
language. 
Another problem during the training workshops was the 
non-attendance of trainees from Amindang, the third 
village in the project site, who were supposed to attend 
the workshop held in Umabang. Although some Amindang 
villagers had indicated a desire to participate in the 
training, no explanation was given for their not 
attending. However, in the next few months following the 
training during the planting season, the people in 
Amindang, which was a small village of less than twenty 
households, dispersed over the surrounding area to be 
closer to their swidden fields, in effect, disbanding the 
village. 
Provision for Continued Training 
Since it was realized that the training workshops 
were much to short to expect that the trainees could 
adequately perform their tasks, project plans called for 
them to receive review and additional training during the 
course of the project implementation period. The review 
- training was to have been conducted during the monthly 
meetings of the health workers with the project nurse. It 
was planned that the entire handbook would be reviewed 
once again with the health workers during these meetings. 
Summary 
The training workshops for the village health workers 
were conducted by the nurse and midwife of the Bulalacao 
Rural Health Unit in the two village sitios. Each training 
was oonducted for around five days. The resource material 
was a handbook which was developed by external project 
consultants who were well versed on primary health care. 
The training methods consisted mainly of lectures, 
demonstrations, role playing and visualization of pictures 
and illustrations. The major difficulty raised during the 
training was the use of Filipino instead of the Hanunuo 
Mangyan language a8 the medium of instruction. The short 
duration of the village health workers' training warranted 
additional training and review sessions during the 
implementation phase of the project. 
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CHAPTER FIVE 
HEALTH PROGRAM IMPLEMENTATION 
The most critical phase of the health program was the 
implementation period for it did not only test the 
capabilities of the health workers to deliver 'health 
services to the community but it also demonstrated the 
ability of a tribal group to engage in a 
population-based health program. 
This chapter presents the major activities that took 
place during the implementation phase of the health 
program. It also describes the roles, inputs and 
performance .of the various groups that are involved in the 
program. Problems that surfaced in the course of project 
implementation are also discussed. 
Highlights of Program Activities 
The implementatión phase of the health program 
covered a total period of 15 months, starting in January 
1986 to March 1987. The activities that took place can be 
generally classified as organizational (e.g.,. meetings 
of various groups within the community, training of health 
workers) health service delivery and linkage with the 
Rural Health Unit and other health-related agencies in the 
lowlands. The presentation of activities is divided into 
five quarters. 
First Quarter, January to March 1986 
This quarter was perhaps the most crucial period 
for it served as the take-off phase of the health program. 
It was at this stage when the various groups involved in 
the health program began to fulfill commitments made 
during the planning meeting in September 1986. 
Two community meetings took pla'ce in January--one was 
in Sitio Umabang and another was in Sitio Bailan. The 
major topics discussed in both meetings were the general 
health program, roles and functions of the health volun- 
teers, usage of herbal medicine, immunization of pre- 
schoolers, the health clinic construction status, and 
the maintenance of the health elinies. In the same 
meetings, the community residents of the two zones 
formally elected the officials of the health care 
committees. 
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In the same month the health workers received their 
medical or first aid kit from the project team. The kit 
was a small plastic colored bag containing a pair of 
scissors, small bottles of alcohol and tincture of mer- 
thiolate, small packs of cotton, gauze and adhesive 
bandages. The majority of the health volunteers began to 
provide health care services to the households in their 
catehment areas. The health services that were -rendered 
were mainly curative and herbal medicine was administered 
in almost all types of illnesses. A few health volunteers 
started environmental sanitation campaign in their 
coverage areas, particularly toilet construction. 
Aside from extending health services to their catch- 
ment areas during this period, the health volunteers had 
several meetings with the project nurse. These meetings 
served as sharing sessions regarding experiences and 
difficulties in health care delivery, review sessions of 
some topics that were taken up in the initial training, 
and planning period for some health-related activities. 
An important meeting between the health volunteers, 
project nurse and residents suffering from tuberculosis 
also took place. ' In this activity, the etiology, treat- 
ment, and prevention of tuberculosis were presented by the 
project nurse with assistance from some health volunteers. 
The most significant community event that took place 
in the first quarter was the completion of the two health 
clinics in February, four months after the two. villages 
agreed to construct these health facilities. The formal 
opening * of the health clinics was marked with a whole-day 
celebration by the members of the entire community in each 
village. 
The first immunization of preschool children also 
took place in February; only BCG and DPT shots were given 
to the children. The vaccines were provided by the Rural 
Health Unit but because of the limited number of PHU 
personnel, the immunization was administered by the 
project nurse. 
In March, the selection and first training on health 
clinic management of the health volunteers who offered to 
operate the health clinic was conducted by the project 
nurse. In Bailan, the trained health volunteers began to 
operate their health clinic right after the training but 
this lasted for only one week due mainly to work 
requirements in their swidden farms and the distance of 
the health clinic from the homes of the health workers. 
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In the same month, the health workers received their 
identification cards from the Provincial Health Office in 
Calapan, certifying their status aS government Barangay 
Health 9,1Crkers which entitled them to free health services 
in any government hospital and health center. 
Secgnd Quarter 1986 
From April to June 1986, a considerable number of 
health volunteers continued to extend health care services 
to their respective areas. Five additional health 
volunteers in Bailan received training from the project 
nurse in April, bringing the total number of health 
volunteers to 37. In the same month, 11 health workers 
volunteered to participate in a two-day training for hilot 
or birth attendants by the midwives of the Rural Health 
Unit in Bulalacao. Towards the culmination of the 
training, the RHU donated five birth attendants' kit S1 to 
the community and two weighing scales. Two birth 
attendant kits were given to the Umabang health clinic 
while three were sent to the health clinic in Bailan. 
In May, the Umabang health volunteers who received 
training on clinic management began to operate their 
health clinics three times a week. In the same month, the 
second immunization was administered by the project nurse 
to the preschool children. The BCG, DPT, and OPV vaccines 
were provided by the RHU. Aside from the vaccines, 40 
water-sealed toilets were also donated to the community by 
the Department of Health through the RHU. Each health 
volunteer was given a toilet bowl'with instructions from 
the the project nurse regarding its proper installation. 
To demonstrate the construction and usage of the toilet 
bowl, the project team constructed one toilet in each 
sitio which was later utilized as the project, team's 
toilet. 
Also in the same month, the project medical con- 
sultant conducted a field visit to the area and extended 
medieal services to the community residents as well as 
adviee to the project nurse for a period of about two 
weeks. 
1 
Each birth attendant's kit contained a kidney basin, 
a pair of bandage scissors, soap, a soap dish, a brush, 
three empty bottles, a small pack of cotton, rubber 
suction tube, and plastic sheet. 
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Other activities for the month of May covered the 
construction of bamboo fence around the health clinic by 
the health volunteers and planting of herbal plants within 
the clinic's compound. The fence was intended to protect 
the herbal garden from destructive stray animals in the 
community. 
Aside the foregoing activities the health workers met 
with the officials of the health care committee for some 
project plans and needs. They also met regularly with the 
project nurse and continued their review of some illness 
management techniques. 
In late May, the weight and height of 163 young 
children, particularly preschoolers, were measured. The 
results were alarming for over half of the preschoolers 
were found to be moderately and severely degree mal- 
nourished (second and third degree malnourished based on 
the FNRI standards). The poor nutritional status of the 
young children as well as the low supply of food in the 
community (the months of June to August were considered 
lean months in the Hanunuo Mangyan's agricultural cycle), 
led the project team, the health volunteers, and the 
health care committees in consultation with the community 
residents to embark on an emergency feeding project for 
malnourished children. The activity was planned to last 
for around two months and supplementary food would be 
solicited from the Rural Health Unit and other lowland 
agencies. The emergency feeding project was to be accom- 
panied by a training on food preparation and nutrition 
education to parents of malnourished children. It was 
also planned that for the entire duration Of the emergency 
feeding project, supplementary food consisting of mongo 
beans, powdered anchovies and powdered milk would be given 
every week at the health clinic to the entire household 
with malnourished children. The weight of the mal- 
nourished children would be monitored every week. 
Third Quarter 1986 
In late July 1986, the emergency feeding project was 
launched. Information dissemintion was conducted by the 
health volunteers and the health care committee officials 
to the households with malnourished children in their 
catchment areas regarding the procedures of the feeding 
projc'et. The community was likewise mobilized by the 
village health care committees to procure from the foot- 
hills several sacks of powdered milk that were donated 
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by the Rural Health Unit, one sack of mongo beans 
and several kilos of dried anchovies that were donated by 
the project team. The major activities of the emergency 
feeding project were: (1) the training on nutrition 
education and food preparation by the project nurse and 
health volunteers to parents of malnourished chi ldren as 
well as to other interested parents; (2) weekly distri- 
bution of food shares to households with malnourished 
children; and (3) weekly monitoring of the weight of 
malnourished children by the health workers at the health 
clinic. 
The third immunization to preschoolers also took 
place during this period with vaccines from the Rural 
Health Unit. The children received BCG, DPT, and OPV, 
vaccines from the.project nurse. Fewer health volunteers 
continued to provide health services in their catchment 
areas and attended meetings with the project nurse 
during this period. Another health clinic management 
training was conducted by the project nurse Lo a new group 
of clinic watchers in Bailan and Umabang. After the 
training, the clinic watchers took turns in managing 
their health clinics on certain days. 
Three community meetings were convened in September 
to discuss the issue of diminishing interests in the 
community and among health workers. Other health-related 
topics, particularly the emergency feeding projects, the 
management of the health clinic, and linkage with the 
Rural Health Unit and other lowland agencies were 
discussed. 
Fourth Quarter, 1986 
The emergency feeding project was continued until 
October because the 'Catholic Relief Services donated 
several sacks of corn soya milk.as well as some boxes of 
medicine to the community. The residents were once again 
mobilized by the village health committees to pick up 
these supplies from the foothills. A demonstration of how 
corn soya milk should be prepared, nutrition education 
training to parents with malnourished children, as well as 
weekly distribution of corn soya milk to households with 
malnourished children were the major activities undertaken 
by the health volunteers and the project nurse. 
The medical consultant of the project team visited 
the research site at this time and he extended health 
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services to the community. In addition, he made a preli- 
minary assessment of the clinical skills of the health 
volunteers. Due to inclement weather, less than half of 
the health volunteers were able to see the medical con- 
sultant at the health clinic for assessment. The initial 
evaluation showed that the health workers were adequately 
skilled in obtaining clinical history and interviewing the 
patients, identifying common illnesses, and in prescribing 
drugs and herbal medicine. Their inadequacies were in 
diagnosis, particularly in temperature and blood pressure 
taking and abdominal examination of pregnant women. 
Another less formal assessment was conducted by the 
project nurse during this period regarding the health 
volunteers' basiC skills as health providers. Based on 
her personal supervision of their activities in the field, 
the project nurse noted that around two-thirds of the 
health workers were proficient in curative skills such as 
the management of diarrhea, fever, cough and headache; 
less than half were skilled in preventive health care 
techniques. The Umabang health workers were assessed to 
be better skilled than the Bailan health workers. The 
health workers also felt that they needed a retraining 
workshop to beef up their health skills and knowledge, 
particularly in those areas were they were inadequately 
skilled. 
For this quarter, the number of health volunteers who 
provided health services in their respective assignments 
and who regularly attended to hold regular meetings with 
the project nurse further dwindled despite encouragements 
from the project team. 
Retraining or review sessions of some illness manage- 
ment and prevention were started by the project nurse. 
The health volunteers who offered to become health clinic 
watchers continued to receive training on clinic manage- 
ment particularly on the dispensation of over-the-counter 
drugs, maintenance of clinic records, growth monitoring, 
and other administrative procedures in the maintenance of 
the health clinic. 
In Umabang, the health volunteers and the officials 
and 41embers of the health care committee met regarding the 
cash donations received by the health clinic from the 
residents who utilized the services and drugs of 
the iliniic. Upon the suggestion of the project nurse, the 
healGh volunteers and the health care committee officials 
agreiA to use the money for an income-generating project 
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The donated amount would be utilized to procure beads. to 
enable some skilled residents to make bracelets and other 
trinkets. These products would be sold within or even 
outside the community. Members in the community who were 
skilled in bead making would be commissioned to do the 
work. Earnings or profits derived from the income-genera- 
ting project would be divided between the worker and tbe 
health program. It was agreed that the moneY earned by 
the health program could be borrowed or utilized by other 
community members involved in the income-generating 
project mainly for emergency purposes, (i.e., hospitaliza- 
tion in the lowlands) and to procure additional materials 
for the IGP. The IGP served as a kind of health financing 
scheme for the community. 
During this quarter, the project nurse started to 
train four health volunteers to link up with the Rural 
Health Unit in the lowlands. The health volunteÉffirS were 
chosen by the project nurse based on their ability to 
provide health services in the community and their cape:- 
oity to communicate with the RHU. The health volunteers 
were brought by the project nurse to the RUU Lo demon- 
strate the linkage procedures with this government health 
unit. And whenever someone from the community was 
seriously ill, the project nurse would ask the four health 
volunteer to accompany her and the patient so that they 
could observe referral procedures from the RHU to these 
health institutions. 
Towards the end of the.quarter, the Rural Health Unit 
provided BCG, DPT, and OPV vaccines for the fourth immu- 
nization of preschoolers in the community; the project 
nurse continued to adiiinister the vaccines to these 
children. 
Apart from the vaccines, the RHO through the 
Provincial Health Office Staff from the provincial 
capital, sent an anti-malaria team to the community. The 
team sprayed anti-malarial chemicals to practically all 
the houses in the community. A malarial blood smear of the 
upland residents was also undertaken by the team. In 
addit ion, another team from the same office brought their 
mobile film showing facility to the community and showed a 
movie in Umabang about family planning and preventive 
health care practices. Due to Bailan's distance and 
relatively rough terrain, the film was not shown in this 
area. 
Fifth Quarter 1987 
During the last quarter of the implementation phase 
of the health program, i.e., January to March 1987, the 
following major activities were undertaken. 
Seven community meetings were convened during this 
period. The January meetings focused on the preparation 
for the celebration of the first year aniversary of the 
health clinics, the income-generating projects, and the 
establishment of a drug depot. The March meetings 
continued to concentrate on the foregeing topics and on 
the linkage of the community with the RHU and other low- 
land agencies. 
In January and February, the residents of the two 
sitios,villages, of Umabang and Bailan, had a one-day 
celebration in each area to commemorate the first 
anniversary of their health clinics. The health volun- 
teers as well as the other residents of the community were 
mobilized to prepare the food and to participate in the 
program for this activity. 
Another major event in the last quarter was the 
establishment of the Botika sa Barangay or drug depot in 
both villages. The health volunteers, the village health 
care officials, and project nurse agreed that the medi- 
cines that were relatively more expensive and were not 
usually available at the health clinic or even at the RHU 
such as antibiotics for tuberculosis should be sold in the 
drug depot. The drug depot would be managed by a health 
volunteer who lived in the center of the village; her home 
would serve as the community drug depot. The health 
volunteers and the village committee officials agreed that 
for the drug depot to have a regular supply of medicine, 
no credit would be extended to its patrons. Because the 
Provincial Health Office no longer had a.program support- 
ing the Bbtjka sa Barangay, the project team had to 
utilize a small amount of its project funds (around p600) 
in procuring the first set of medicine for the drug depot. 
The medicines that were bought served as a kind of a 
donation to the community. 
Retraining of the health volunteers by the project 
nurse in each village was also conducted during the last 
quarter. - The retraining period lasted for about a week 
and the approach was more informal than the initial train- 
ing because there were more discussions and sharing of 
what had been learned. Although there were scAme 
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diseussions on the uses of over-the-counter drugs, the 
main focus was on the uses and preparation of herbal 
medicine. In these retraining sessions, some health 
volunteers helped identify new herbal plants in the 
community and assisted in the construction of a manual in 
the Hanunuo Mangyan language on the uses and preparation 
of herbal medicine. 
The project nurse also continued to familiarize the 
selected health volunteers with their responsibilities in 
linking up with the Rural Health Unit., These health 
volunteers were in fact the ones who picked up the 
vac(dnes from the RHU for the fifth immunization of the 
preschoolers in their community. 
Another significant activity that took place in the 
community was the establishment of the income-generating 
project in Bailan Village. The approach utilized by 
Umabang for the small cash donations from its health 
clinic funds was adopted by the Bailan health care 
committee officials, . health volunteers, and other resi- 
dents in starting their own 1GP, 
Having heard from the project nurse about the IGP of 
the two villages, the Bulalacao-based social worker of 
the Department of Social Welfare invited some officials 
from the village health care committees and health volun- 
teers from the two sitios to meet with her about the 
posf:ibility of applying for a group loan for additional 
capital for their IGP from the DSW's Self-Employment 
Assistance Program. The meeting took place in the DSW 
office towards the end of Mareh. After the DSW meeting 
these representatives met with their respective villagers 
and decided that they would avail of the DSW loan 
assistance program. 
Participation of the Various Groups 
in the Health Program 
As indicated in the operations scheme of the 
project, the health program called for the participation 
of different sectors in the eommunity. This section 
provides a description of the speeific inVolvement of the 
following: the Barangay Health Workers or Volunteers, the 
Village health care committees, the community residents, 
the project team and the Rural Health Unit. 
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The Barangay Health Worker 
At the heart of a community based health-care program 
are the 37 individuals who volunteered to be trained to 
provide health care services to the comunity. While 
wider community support and organization are essential to 
the success and sustainability of a participatory health 
care program, ultimately the program is dependent on the 
community health workers and their effective and regular 
performance of their duties and responsibilities as health 
care providers. It would not be an overstatement to argue 
that without such willing and dedicated participants from 
the community, there can be no population-based health 
care program. 
This subsection discusses the health .care tasks, the 
supervision, support, and incentives derived by the health 
workers from the program. It also presents the performance 
of these volunteers in their catchment areas as well as in 
the health cine, their linkage with the Rural Health 
Unit, and other health-related lowland agencies. 
Health care tasks. The health workers were given 
general guidelines rather than specific regular assign- 
ments by the project nurse in performing their duties as 
health care providers to the community. In general, their 
primary tasks were curative in nature. They were instruc- 
ted to visit the families in their catchment area on -a 
regular basis every week and to inquire if anyone was ill 
and, if so, ta provide the appropriate treatment. They 
also were told to treat persons who came to them for helé. 
The health volunteers were instructed by the project nurse 
to use herbal remedies first in their treatment. of 
patients rather than tablets or other medication sinoe 
they may not always be readily available. In the event of 
illnesses for which they did not know what treatment to 
administer, in serious cases, or when the patient's 
concLtion did not improve after two or three days of 
treatment, the health workers were told to refer or 
accompany such patients to the project nurse or to inform 
her about them so that she could attend to them. 
Besides curative care, the health providers also 
were assigned some promotive and preventive tasks by the 
project nurse. They were instructed to encourage the 
Lamí ice in their coverage area to maintain personal 
cleatLliness and to keep their homes and their immediate 
surroundings clean partieularly with regard to the 
disposal of human and anima] waste. They also were 
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encouraged to promote the use of contraceptives, which 
were made available by the Rural Health Unit through the 
project nurse, as a family planning method. 
Other kinds of promotive tasks given to the health 
volunteers involved their informing and mobilizing 
villagers, particularly those in their catchment area, to 
participate in various project activities such as the 
immunization of young children, an emergency feeding 
pro ject team for malnourished ehildren, and training on 
nutrition education. 
Supervision and support. The health volunteers were 
directly supervised in the field by the project nurse who 
was primarily responsible for overseeing their activities 
and performance as health providers in the community. The 
project nurse divided her time between the two villages, 
by staying in each village for about two weeks per month, 
so that she could directly supervise and train both sets 
of health workers. Supervision was a] so conducted through 
individual consultations particularly to those who live in 
the village centers or in nearby hamlets and through group 
meetings. 
The health workers in each village met as a group 
with the project nurse in meetings held at the village 
health clinic during the implementation phase of the 
health program. The meetings provided support to the 
health workers in carrying out their tasks for these 
served as avenues for the health volunteers to share 
experiences and raise problems or questions that they had 
enceuntered during the performance of their tasks for the 
nurse to resolve or answer. The meetings were also 
occasions where accomplishments and project plans were 
diseussed. For the entire implementation period, the 
Umahang health volunteers met with the project nurse more 
frequently than the Bailan health workers (22 vs. 13 
times; see Table 5.2). The higher frequency of meetings 
in Umabang than in Bailan can be attributed to the 
relative ease of the project nurse in convening the 
Umabang health workers. Such a situation can be partly 
explained by a seemingly better information system among 
the health workers, and the closer distance of many health 
workers' homes to the village center. 
Table 5.2 
Summary of Meetings Attended by Health Workers 
NUMBER DF MEETINGS/SITIO 
: Health Worker and Project Health worker and project nurse meeting with other sectors 
1 Nurse Meeting With Community With Qther Grougs 
e SITIOS SITIOS SITIOS 





January ' . 3 3 1 1 2 
February 
e 
e 5 1 6 - - With VHC 
' e officials 
e 
(1) 1 I 
March ' e 2 1 3 With TO With TB 
' , patients patients 
(1) (1) 2 
April ' , 3 2 5 With new 
e 
set of HU , 
e 
(1) 1 e 
May ' , 1 1 With PTA With VHC 
& VHC officials 
1 (1) (1) 2 e 
June e 
, - 2 1 3 0 
July 
e 
1 3 1 4 - 0 
August 1 1 0 
September 1 1 1 2 2 4 0 
October 
e 
1 1 1 - 0 
November 
e 
1 2 2 1 With some 
officials 
I 
I (1) 1 
December 
e 
1 - 0 - 0 
1 
19127 
JanuaryI 1 2 2 0 1
February 1 - e 1 1 1 0 '
March ' e 2 1 3 1 2 3 0 
e 
' TOT 22 AL 13 5 7 3 4 
35 12I 7 
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Apart from the meetings with the project nurse, the 
health workers also had meetings with the entire village 
on matters pertaining to health and with the other sectors 
of the community, j. e., with tubercular patients, the 
village health care committee, the Parent-Teachers 
Association of the Appropriate Mangyan School./2 
Aside from their participation in meetings, the 
health workers joined several training activities that 
were conducted by the project nurse. These training 
activities were designed to further develop the health 
care capabilities of the health workers. A total of 20 
training sessions were held in Bailan and 22 in Umabang 
(see Tables 5.3 and 5.4). The topics covered in the 
training included family planning, clinic management, food 
preparation, nutrition education, determination of 
preschoolers' nutritional status, and retraining or review 
of the various topics in the PHC manual that were taken up 
during the first training. Except for the training on 
clinic management which was attended by only those health 
workers who volunteered to operate the health clinic, the 
other training activities were participated by most 
health workers. The time spent on training ranged from 30 
minutes to five hours per session. The approach utilized 
in the training was informal and less writing wai; done as 
this was the foremost complaint in the initial training. 
The project nurse also encouraged more active participa- 
tion on the part of the health workers. For example, a 
health worker was asked to share what she knew about 
diarrhea and its management or to demonstrate the prepara- 
tion of a malarial smear. 
Only the hilot or birth attendant's training was held 
outside the community and it was conducted by the midwives 
at the Rural Health Unit in Bulalacao Municipality. The 
training was attended by 11 health volunteers (five from 
Umabang and six from Bailan) for two days. Towards the 
2 
Because several residents were identified as tuber- 
cular cases, the project nurse asked the health workers to 
identify and to bring these patients to the v,illage clinic 
so that they could be briefed about the etiology, manage- 
ment, and prevention of the disease. The meetings with 
the village health care committees dealt with consulta- 
tions about specific health-related activities while the 
PTA meeting was a clarification of expectations between 
the : chool and the health care program. 
Family Planning Feb. 7, 1986 
Class 
Clinic Management Feb. 7, 1986 
Trainigg 
Clinic Management Feb. 9, 1986 
Training 
Clinic Management March 26, 1986 
Training 
Hilot Training April 29-30, 
1986 
Health Workers' May 10, 1986 
Review Class 
















Training Activities Participated by Umabang Health Workers 
From February 1986 to March 1987 
12 HWs 30 sin. 
6 HWs 30 min. 
8 HWs 30 min. 
12 HWs 2 hours 




8 HWs 2 hours 
Sitio Umabang 14 HWs 4 hours 












All Modules (Hand- 
book for Hilot 
Training) prepared 
by the Ministry of 
Health 
Causes and Symptoms Project Nurse 
of Diarrhea/Uses HUs 11 id 13 
and preparation of 
Medicinal Plants 







Two Rural Health 
Unit Midwives 
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Type of Training When Conducted Place Number of Duration Topics Trainor(s) 
Attendees 
Training on Food July 29, 1986 Sitio Usabang 15 HWs 3 hours Copying of Notes/ Project Nurse 
Preparation for the (Kiosk) engarmada 6 mothers Cooking Demons- 
Emergency Feeding trations 
Clinic Management Aug. 5, 1986 Sitio Umabang 8 HWs 3 hours Procurement of Project Nurse 
Training Clinic Blood Pressure/ 
Medicines for 
different Illnesses 
Nutrition Training Sept. 8, 1986 Sitio Umabang 8 HWs 3 1/2 hours Modules for the Project Nurse 
PHM School 11 mothers Nutrition Training 











Sept. 9, 1986 
Sept. 15, 1986 
Sept. 16, 1986 
Oct. 14, 1986 









7 HWs 2 hours and Diarrhea) 
3 'others 
4 hours 
Umabang 10 HWs 3.5 hours 
Kapitan Inunga's 4 sothers 
house 
8 HWs 4 hours 
9 HWs 3 hours 
8 HWs 3 hours 





(with emphasis on 
Medicinal Plants, 
their uses and 
preparation) 
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Proper Diet, Basic Project Nurse 
Food Groups, lessons 
on Anemia, Goiter 
Project Nurse 
(Recipies for Corn Project Nurse 
Soya Milk) 
Modules for the Project Nurse 
Nutrition Training 






Type of Training When Conducted Place' Number of Duration Topics Trainor(s) 
Attendees 
Sitio Ileabang 10 HWS 3 hours 
PHM School 14 mothers 




Sitio Ueabang 12 HWs 4 hours 
PHM School 9 mothers 
Building 
Usabang 11 HWs 
Kapitan Inunga's 4 mothers 
house 
Dec. 8, 1986 Umabang Health 
Clinic 
Dec. 9, 1986 Usabang Health 
March 20, 1986 Usabang Health 
Clinic 
March 26, 1987 Ueabang Health 
Clinic 
16. Training on the Nov. 16, 1986 Umabang 2 Trainees 2 hours Computation and Project Nurse 
Determination of PHM School Determination of 
Preschoolers' Nut- Building Preschoolers' Degree 




Training Activities Participated by Bailan Health Volunteers 
From March 1986 to March 1987 
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Type of Training When Conducted 
Number of 
Place Attendees Duration Topics Trainor(s) 
1. Clinic Management March 17, 1986 Sitio Bailan 7 HWs 2 hours Procurement of Project Nurse 
Training Old Clinic House Blood Pressure and 
Temperature of 
Patients 
2. Second Set of 
Barangay Health 
April 3-4, 1986 Sitio Bailan 5 Trainees 
Old Clinic House 
4 days All Modules (Hand- 
book for the 
Project Nurse 
Workers' Training Barangay Health 
Workers in Mangyan 
Communities) 
3. Hilot Training April 29-30, Bulalacao Health 6 Bailan 
Center Trainees 
1.5 days All Modules (Hand- 
book for Hilot 





by the Ministry of 
Health 
4. Health workers' May 19, 1986 Sitio Bailan 6 HWs 2 hours Diarrhea Project Nurse 
Review/class Old Clinic House 
(first set) 
5. Train6g in Food August 1, 1986 Sitio Bailan 16 HWs 5 hours Mechanisms of Food Project Nurse 
Preparation for 
the Emergency 






6. Training on Food 
Preparation for 
the Emergency 
August 2, 1986 Sitio Bailan 6 HWs 
Old Clinic House 12 pre- 
schoolers 
4 1/2 hours Review of past 
lessons, Copying of 
Notes, Cooking 
Project Nurse 
Feeding 6 mothers Demonstrations 
7. Training on Food 
Preparation for 
the Emergency 
August 3, 1986 Sitio Bailan 15 HWs 
Old Clinic House 20 pre- 
schoolers 





Table 5.4 (Cont'd) 
Number of 
Type of Training When Conducted Place Attendees Duration Topics Trainor(s) 
8. Training of New Sept. 6, 1986 Sitio Bailan 10 HWs 1 hour & Blood Pressure Pro- Project Nurse 
Set of Clinic Old Clinic House 45 mins. curement Medicines 
Watchers for Certain Illness 
9. Nutrition Sept. 17, 1986 Sitio Bailan 12 HWs 1.5 hours Modules for the Project Nurse 
Training Old Clinic House 13 Community Nutrition Training 
people (Proper Diet, Basic 
Food Groups, lessons 
10. Nutrition Oct. 10, 1986 Sitio Bailan 13 HWs 2.5 hours on Anemia, Goiter Project Nurse 
Training 6 mothers and Diarrhea) 
14 children 
11. Nutrition Oct. 11, 1986 Sitio Bailan 14 HWs 3 hours Project Nurse 
Training Old Clinic House 10 mothers 
15 pre- 
schoolers 
12. Nutrition Oct. 15, 1986 Sitio Bailan 8 HWs 3 hours Project Nurse 
Training Old Clinic House 12 children 
14 Community 
people 
13. Nutrition Oct. 16, 1986 Sitio Bailan 11 Nils 4 hours (Recipies for Corn Project Nurse 
Training Old Clinic House 11 Community Soya Milk) 
people 
Some children 
14. Clinic Manage- Nov. 19, 1986 Sitio Bailan 6 HWs 
sent Training/ (kiosk) engar- few people 
Weight-getting sada watching 
2 hours Determination of Project Nurse 
Degree of Malnutri- 
tion/Procurement of 
Patients' Temperature 
and Blood Pressure 
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15. HWs' Retraining Dec. 51 1986 Sitio Bailan 9 HWs 1.5 hours Respiratory Tract Project Nurse 
Old Clinic House some child- Infection and 
ren 3 non-058 Medicinal Plants 
mothers 
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Table 5.4 (Cont'd) 
Number of 
Type of Training When Conducted Place Attendees Duration Topics Trainor(s) 
16. HWs' Retraining Dec. 6, 1986 Sitio Bailan 14 HWs 4 hours Project Nurse 




17. Hlls' Retraining Dec. 11, 1986 Sitio Bailan 13 3.5 hours Symptoms, Causes Project Nurse' 
Old Clinic House Treatment and 
Prevention (with 
18. HWs' Retraining Dec. 12, 1986 Sitio Bailan 15 HWs I hour emphasis on Project Nurse 
Old Clinic House Medicinal Plants 
19. HWs' Retraining Jan. 22, 1986 Sitio Bailan 14 HWs 2 hours 
Old Clinic House 
their Uses, and 
preparationl 
Project Nurse 
20. HNs' Retraining Feb. 4, 1986 Sitio Bailan 8 Ms 1.5 hours Project Nurse 
Old Clinic House 
21. NWs' Retraining March 24, 1986 Sitio Bailan 9 HWs 2 hours Project Nurse 
Old Clinic House 
22. NWs' Retraining March 25, 1986 Sitio Bailan 11 HWs 1.5 hours Project Nurse 
Old Clinic House 
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end of the training, the health workers received five 
birth attendant's kits (two for Umabang and three for 
Bailan) from the RHU which were later presented to the 
community in one of the village meetings. 
ing=tives. The health workers received tangible as 
well as intangible incentives from their participation in 
the health care program. The tangible benefits were the 
first aid or medical kits, identification cards certi- 
fying that they were government Barangay Health Workers, 
food shares during the emergency feeding project and free 
medicine. The intangibles were the skills and knowledge 
derived from the training activities and the prestige 
brought about by the indigeneous title Doktor sa 
Barangay or village doctor. 
A material incentive for villagers to become commu- 
nity health workers was the provision of a medical kit to 
each of the trainees following the training workshops. 
The kits, contained in an 8"x12- eolored plastic handbag, 
ineluded some basio first aid instruments and supplies 
GuGh as a pair of scissors, f3mall bottlef; of al(;ohol and 
merthiolate, cotton, gauze and adhesive bandages. The 
medieal kits seemed to have been a source of prestige to 
the volunteers insofar as they indicated their status as 
community health providers. During the first few months 
after they had received them, the workers could be seen 
carrying their bags with them whenever they went to the 
vilLtge center, especially for large community meetings. 
Even in their houses, the bags were prominently displayed 
for ethers to see. However, after a few months the health 
providers began to leave their kits at home rather than to 
carry them all the time. 
Another material benefit for the community volun- 
teers was that during the first month of project 
implementation, their names were submitted to the Ministry 
(now a Department) of Health's provincial office in 
Calapan, Oriental Mindoro so that they could be included 
in the Barangay (village) Health Worker Program of the 
Ministry. They were given identification cards that 
certify their status as government Barangay Health Workers 
which entitle them and their families to free consulta- 
tion, hospitalization and treatment in any government 
hospital or health center. 
Yet another material incentive for the health volun- 
teers was that they were given food shares that generally 
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were distributed to other community members during nutri- 
tion related project activities. For example, they 
received mongo beans, dried anchovies (dilis) and powdered 
milk that were primarily for the benefit of malnourished 
children during the emergency feeding *program, and they 
alsu were given shares of corn soya milk which were for 
families with preschool children during the nutrition 
edueation activity. 
Because of their closer eontact with the health 
clinic and the project nurse, the health workers could 
readily avail of modern drugs that were given free to 
residents. 
The.health care knowledge and skills provided in the 
training workshops and throughout the project implement- 
ation phase also can be considered incentives insofar as 
some villagers stated that they decided to become health 
workers in order to be able to provide proper health care 
to their families and to others. 
Their being community health volunteers appear tu 
have a positive psychological effect on them. When the 
trainees were asked what they wanted to be called 
following the training workshops, they readily replied 
Dokior sa Barangay, or village doctor. Beeause they chose 
the term doctor rather than nurse, even though the great 
majority of them are women and obviously lack the same 
medical skills as a doctor, indicates the high social 
status they perceived themselves as occupying in the 
community. 
Performance of the health workers in their catchment 
are. The performance of the health workers in the two 
Villages was monitored for the entire duration of the 
implementation phase of the health program. 
In terms of curative services, it was noted that the 
tottil number of cases or illnesses treated by the health 
workers in both Umabang and Bailan was 943 and the number 
individuals who were served was 755 Bailan, the larger 
sitio, had more morbidity (a:Jys and individuals who 
received direct assistance from the health workers. The 
overall average number of cases treated by the health 
volunteers per month was 3 (see Table 5.5). The majority 
of the patients got well except for four individuals who 
died. 
Table 5.5 
Number of Cases, Individuals Treated by Health Volunteers and their Outcome 
From January 1986 to March 1987 in 
Sitios Umabang and Bailan 
5.22 
l'Except for the number of patients with indicated outcomes, all eventually got well. 
191§ 
Usabang Bailan Total Umabang Bailan Total I Umabang Bailan Total Umabang Bailan 
January 1 52 50 102 t 35 43 78 13 14 27 1 died; 1 did 
not get well 
February 30 100 130 26 77 103 11 15 26 
March 18 87 105 15 67 82 8 15 23 1 died 
April 20 45 65 19 45 64 10 13 23 
May 29 60 89 26 45 71 7 18 25 
June 49 47 96 39 42 81 12 16 28 
July 24 47 71 15 43 58 9 13 22 
August 10 34 44 10 28 38 4 11 15 
September 7 31 38 7 24 31 5 9 14 
October 5 25 30 5 24 29 5 7 12 
November 15 11 26 12 9 21 8 8 16 
December 35 21 56 17 16 33 12 11 23 1 died 
1987 
January 1 9 22 31 t 5 15 20 4 9 13 1 died 
February 1 10 17 27 1 9 11 20 8 9 17 
March 1 17 16 33 1 11 15 26 7 9 16 
TOTAL 1 330 613 943 1 251 504 755 t 123 177 300 
Number of Health 
Volunteers who Provided 
Year/Month Nupber of Cases Number of Individuals Assistance Outcomea 
SITIOS I SITIOS SITIOS SITIOS 
5.23 
Of the total number of cases serviced by the health 
worker, a little over half were those from their own 
households, implying that the health volunteers largely 
benefitted from the training received from the health 
program. 
It was observed that the majority (around 60% to 73% 
of the health volunteers were actively serving their areas 
of coverage in the first six months (1. e., from January to 
July 1986) of the program. In Umabang, the number of 
health workers who extended curative assistance in their 
cathehment areas began to decline to less than half as 
early as the third month of the program (see Table 5.5). 
This can be partly explained by the fact that several 
clients tended to go directly to the health clinic .for 
medieal assistance because of the relative proximity of 
the health clinic to the outlying hamlets. 
Except for the month of December 1986, less than half 
of the health workers were reportedly active in health 
care delivery in the succeeding months. Work in the¡r 
haingjn or swidden farms, varying demands from Gheir 
households (e.g., child care), low credibility in their 
catchment areas because of the inability of some health 
workers to cure their patients, and diminished interest in 
the health care program were the major reasons for the 
declining number of health volunteers who serviced their 
assigned areas. 
Around 50% (19) of the health volunteers, however, 
have consistently extended health eare services to their 
catchment areas. The records of the health volunteers for 
the entire implementation period of the program' Showed 
that there were eight health workers (two from Umabang and 
six from Bailan) who extended curative services ranging 
from 40 or more (up to 80) cases in one year. 
Four health workers treated 30-39 cases, while seven 
serviced from 20-29 cases. Proportionately there appears 
to be no difference between the number of cases served by 
health workers assigned to service five or more households 
in their catchment areas than with those' serving fewer 
households (see Table 5.6). 
Eighteen or almost half of the health volunteers were 
found to be rather inactive.because for the entire 15- 
month period, they treated only 19 or fewer number of 
cases (the lowest number of case served was one and this 
was by the health worker who dropped out early in the 
Number of 
Hout;eholds Total 
Served by Number 
Health 40 Cases 30-39 20-29 19 and of House- 








(6 Hils) 1 2 3 6 
5.24 
Table 5.6 
Number of Cases Treated by Health Workers 
Serving Different Number of Households 
January 1986 to March 1987 
TOTAL 8 4 13 37 
program). There appears to he slightly more inactive 
health workers in Umabang than in Bailan. 
The following map (see Figure 5.1) indicates the 
location of the most. active (those who treated 40 or more 
cases), very active (30-39 cases), fairly active (20-29 
cases), and inactive (19 and below cases) health 
volunteers. The health workers who lived within or n6ar 
the village proper and those who reside close to the 
how.:eholds in their catchment areas tended to extend more 
assdstance to their clients than those health workers who 
lived away from their areas of coverage. 
' Figure 5.1 
Spot Map of Sitios Umabang and Bailan Showing the 
Distribution of Health Workers who Extended 
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A review of the socioeconomic characteristics of the 
most active and inactive health workers showed that there 
are really no major differences between these groups 
because the level of education (including the number of 
health volunteers with no education), average age, the 
number of health workers with presehool children appear tu 
be proportionately similar. It was observed that what 
distinguished the active from the inactive health workers 
was that the former had more kinsmen in their catchment 
areas who tended to live near their homes. It was also 
noted that the active health workers were also those who 
regularly participated in meetings, training and other 
activities of the health program. 
Illnesses treated by the health workers. In terms of 
illnesses treated by the health workers, the most 
preN,alent was a non-specific, symptomatic type, Î. e. 
fever (27.9%), followed by skin diseases (23.0%) and, 
gast ro-intestinal infection (17.7%). The prevalence of 
ski ï) and gastro- intestinal. infectious diseases may be 
attributed tu the poor sanitation pravAiees of the 
residents as well as the infected and inadequate and 
infected source of water supply. These diseases appear to 
he more prevalent in Bailan than in Umabang (Table 5.7). 
Although the number of illnesses appear to have 
declined towards the last three quarters of the implement- 
ation phase of the program, this trend could not be 
attributed to the improved health status of the populaoe 
but to the declining number of health workers who 
rendered curative assistance to the households in their 
coverage areas. A review of the number of health workers 
and the number of cases treated by these health providers 
showed that there is an association between the number of 
health workers and number of illnesses because on the 
first six months of operation, the figures for both 
variables were higher and when the former declined, so did 
the number of illnesses (see Table 5.5). 
Because the health workers had previous knowledge 
about the uses of herbal plants and the health program 
itself encouraged them to prescribe these to the house- 
holds in their coverage areas, the majority (61%) 
continued to utilize or advise the use of herbal medicine 
in managing the different types of illnesses. Close to 
onc. third prescribed or utilized modern drugs only (e.g., 
anallesic for fever and headache). Around 10 percent 
applied herbal medicine first in treating SOMe cases and 
when this was not found effective, the patients were 
Table 5.7 
Types of Illness, Number of Cases 
Treated by Health Volunteers 
Sitios Usabang and Bailan 
TYPES OF ILLNESS/SITIOS 
SITIOS 'SITIOS SITIOS SITIOS 



















































































Respiratory Tract eastro-Intestinal 
Year/Quarter Infection Diseases Viral Skin Diseases 
Table 5.7 (Cont'd) 
TYPE OF ILLNESS/SITIOS 
SITIOS SITIOS SITIOS Overall 
Usabang Bailan Total Ueabang Bailan Total Umabang Bailan Total Total 
Ini 
5.28 
First quarter 25 91 116 1 6 19 25 3 17 20 t 337 
Second quarter 17 51 68 1 4 13 17 1 13 12 25 250 
Third quarter 6 23 29 2 22 24 1 17 18 1 153 
Fourth quarter 10 19 29 8 . 11 19 0 6 6 112 
1211 
First quarter 4 17 21 6 12 22 1 2 3 91 
62 201 1 26 81 1 18 54 
TOTAL 263 1 107 72 1 943 
OTHER ILLNESS 
Year/Quarter Fever Headache Other 
5.29 
either given modern drugs or referred to the health 
clinics to procure modern drugs (Table 5.8). 
The health workers' most commonly used herbal plants 
are alibon leaves, guava leaves, duhat bark, gumamela or 
hibiscus buds, ginger, and tamarind. In treating patients 
with herbal plants, it was observed that the health 
workers usually applied the proper procedures that they 
learned during the first training in preparing herbal 
medicine. For example, in managing boils, the documentor 
observed a health worker who treated a four-year child who 
was suffering from a large boil which emitted a little 
blood and pus. 
Bapa Ikong prepared 10 small pieces of 
gumamela .(hibiscus) buds and pounded these 
into a paste by using a wooden mortar and 
the blunt side of a bolo (long knife). He 
then placed the gumamela paste on the 
child's boil and advised the mother to 
repeat doing this until the pain and 
swelling of the boil subsides. He also said 
that in case the mother could not find 
gumamela buds, she could also use the 
blooming flowers. 
The following procedures were also noted by the docu- 
mentor when a health worker treated a family member who 
had diarrhea. 
The one-year old daughter of Gimo, a health 
worker, had been suffering from stomachache 
since midnight. By early morning of the 
next day, he boiled some guava leaves and 
gave the concoction to his daughter but it 
was found to be ineffective. He observed 
that his daughter defecated twice with 
watery stools and concluded that she must be 
suffering from diarrhea. He took a handful 
of dried banana pieces which he had stored. 
in a small bottle and pounded these into 
powder using a wooden pestle and mortar. 
Then he began to cook rice porridge and when 
this was about to be done, he added the 
banana powder and allowed this to.boil for 
10 seeonds. He removed the kettle of 
porridge from the fire and put some porridge 
into a small plate made of coconut ;hell 









Umabang Bailan Total: Usabang Bailan Total 
Table 5.8 
Illness Management, Number of Cases 
January 1986 to March 1987 
Sitios Umabang and Bailan 
Herbal first then 




















































































































Umabang Bailan Total Umabang Bailan Total 
5.31 
all of it to his daughter at around eight in 
the morning. After two and a half hours, he 
fed his child with the same porridge. And 
by four in the afternoon, he gave her 
another serving of the same food. By late 
afternoon, the health worker's daughter no 
longer had watery stools and her stomach 
pains subsided. 
Participation in the Emergency Feeding Projeet and 
Preventive health services. Apart from managing 
illnessess in their respective catchment areas, the health 
volunteers were also engaged in a major curative activity, 
j. e., the emergency feeding project for malnourished 
children, which took place for around three months. 
The varied tasks performed by the health workers in 
this activity were the following: (1) mobilization of 
households with malnourished chi ldreni by encouraging them 
to report to the hoalth clinic to attend the nutrition 
education and food preparation training activities, 
procure their weekly food supplies and have their mal- 
nourished children's weight monitored once a week for 
around two months by the health workers at the health 
clinic; (2) repacking and distribution of the donated 
supplementary food to families with malnourished children, 
at the health clinic; (3) donation of some indigeneous 
food items (e.g., coconut, rice, cassava) which were 
needed during the cooking demonstration; (4) assistance 
in actual food preparation; and (5) weekly growth 
monitoring of malnourished children ov6r a period of six 
weeks. It was observed that the emergency feeding project 
was participated by a majority of the health workers. 
Although most of the health care services of the 
volunteers were curative, they also provided some 
preventive services by mobilizing households to submit 
their young children for immunization by encouraging the 
families to practice family planning, to construct their 
own toilets and to practice environmental sanitation. 
It was noted that among the foregoing activities, the 
health workers were more successful in their campaign for 
immunization because the records showed that over two- 
thirds or 118 young children in the community received at 
least one vaccine during the implementation phase 
(Table 5.9). Although most of the mothers were willing to 
allow their children to receive the full dosage of the 
Total number of preschoolers 118 
Numner of children who received 









Distribution of Preschoolers who were immuni'oe'd, 
January 1986 ta March 1987 
base vaccines, this was not obtained because of the 
irregular schedule of the vaecines availability from the 
RHU 
Very few women (only 12) in the community praeticed 
family planning and the most frequently 
contraceptive was the pill, the method which the health 
workers were encouraged to promote. 
The health workers were not also successful in their 
campaign for toilet construction because many households 
continued to use the bush for defecation. Further, the 
health workers themselves did not serve as models for 
Lheir community since only a handful had toilets. 
Although each health worker was given one set of the 
plaf:tic water-sealed toilets donated by the Department of 
Health so that he or she could construct her own toilet to 
serve as the model in his/her respective catchment area, 
very few maintained this facility throughout the imple- 
mentation phase of the health program. In August 1986 
almost half of the health volunteers had toilets and most 
of these were the water-seated type; towards the final 
quarter of the implementation phase, only seven had 
5.33 
funetioning toilets and four of these were water-sealed 
pla:;tic bowls. The health workers explained that the DOH 
plastic toilets were not practical or convenient because 
it required the user. to pour a small can of water after 
every use. Because water is not readily available to the 
heaith workers' households, several of them shifted to the 
antj,polo type of toilet and eventually reverted back to 
using the bushes. 
Clinic management. The management of the health 
clinic was not undertaken by all the health workers 
because only 20 health workers (10 in Umabang and 10 in 
Bailan) volunteered to undergo training in clinic manage- 
ment, and participated in the operations of the health 
clinic. 
The clinic management training covered the procure- 
ment of blood pressure and temperature, prescription of 
over-the-counter drugs, reeording of elient's names and 
treatment of applicable medieation. The foregoing were 
the major tasks required of the health workersaside from 
opening and closing the health elinic. 
Two health volunteers were usually assigned to 
operate the clinic in one day. This strategy was adopted 
by the health volunteers and project nurse because one 
health worker usually assumed the tasks of diagnosing and 
preeribing treatment to the patient while the other 
health worker did the recording. Illiterate health provi- 
ders were often paired off with the literate ones because 
the latter assumed the tasks of recording and dispensation 
of drugs. 
In Umabang, six health workers started their clinic 
management training in February 1986 and continued until 
March for a total number of two and a half hours. In 
March, six more trainees were added but only 10 eventually 
participated in the management of the health clinic. 
.The health workers only began to manage the health 
clinic in May 1986. From May until July, the Umabang 
healGh clinic was open thrice a week, i.e., Monday, 
Wednesday, and Friday, from nine in the morning until four 
in Ghe afternoon. From August tu December 1986, the 
health clinic was opened five times a week, from Monday to 
Friday, .at nine in the morning until four in the after- 
noon. During the last quarter, however, the health 
volunteers discontinued manning the health clinic 
5.34 
everyday. Only when there were patients who needed 
medication or assistance from the health elinic, or when 
there were meetings and trainings or when the project 
nurse was in the community, was the health clinic opened 
by a health worker who lived in the village proper. The 
work in the swidden farms.and household demands were the 
most-often cited reasons by the health workers for 
discontinuing the daily operations of this health 
facility. 
In Bailan, seven health workers had their first 
clinic management training for around two hours in March 
1986. A week after, the health volunteers began to 
operate the health clinic in pairs from nine in the 
morning to four in the afternoon but this was undertaken 
for only one week. Work in the swidden farm and distance 
of the health clinic from the homes of the health volun- 
teers were among the diffieulties cited by the health 
workers for not continuing the health clinic operations. 
The health clinic after this period would only open when 
the project nurse or documentor was in-the staff house. 
It was not until after six months or in September 
1986 when another health clinie management training WIS 
conducted by the project nurse to 10 health volunteers 
(four were old trainees while six were new) for around two 
hours. After the training, the health volunteers began to 
operate the health clinic everyday for a total period of 
two weeks. After this initial enthusiasm, the health 
workers' interest began to diminish and clinic operations 
were discontinued; major reasons mentioned for the stop- 
page were similar to those that were given in March. The 
health clinic then would only open whenever the project 
nurse or documentor was in the village or whenever a 
health volunteer from the village proper who kept the key 
would open it to administer modern drugs to needy 
villagers. 
The majority of the illnesses that were treated in 
the health clinic were gastro-intestinal infection 
(19.8%), headache (18.9%) viral infection (15.7%) and 
fever (15.2%, see Table 5.10). Since Bailan had a higher 
population, its total number of cases was obviously higher 
than those in Umabang. However, not all of these cases 
were administered solely by the health volunteers but also 
by the project nurse since the latter extended assistance 







Umabang Bailan Total 
Table 5.10 
Types of Illness, Number of Cases Assisted 
by the Health Clinics from 
February 1986 to March 1987 at 
Sitios Usabang and Bailan 
TYPES OF LLNESS/SITIOS 
5.35 
Gastro Intestinal 
Diseases Viral Disease Skin Diseases 
SITIOS SITIOS SITIOS 
Usabang Bailan Total Umabang Bailan Total Umabang Bailan Total 
First quarter 4 8 12 3 29 32 2 I 3 0 8 8 
Second quarter 4 2 6 0 20 20 15 21 36 9 15 24 
Third quarter 15 2 17 22 20 42 16 20 36 3 6 9 
Fourth quarter 14 28 42 10 14 24 15 21 36 4 12 16 
first quarter 15 21 36 10 28 38 5 8 13 4 7 11 
TOTAL 52 61 (113) 45 111 (156) 53 71 (124) 20 48 (68) 
PERCENTAGE 
Table 5.10 (Cont'd) 
Year/Quarter 
TYPES OF ILLNESS/SITIOS 
OTHER ILLNESSES 
Fever Headache Others 
5.36 
SITIOS SITIOS SITIOS Overall 
Usabang Bailan Total Usabang Bailan Total Usabang Bailan Total Total 
1986 
First quarter 6 29 35 0 9 9 6 8 14 113 
Second quarter 0 8 8 5 12 17 4 10 14 125 
Third quarter 14 14 28 19 15 34 17 14 31 187 
Fourth quarter 15 11 26 13 44 57 11 7 18 219 
1207 
First quarter 7 16 23 4 28 32 19 20 39 192 
TOTAL 42 78 (120) 41 IN (149) 57 59 (116) 836 
11F-, 
5.37 
It is worthwhile to point out that the number of 
cases which received health care services from the health 
clinic continued to increase until the fourth quarter of 
the clinics' operations. It seems that as the number of 
health workers servicing their coverage areas declined, 
the trend in the,health clinic reversed. This may be 
explained by the observation that more health workers 
tended to refer clients to the health clinic whenever they 
were unable to attend to them personally and by the fact 
that many residents seem to prefer to seek assistance from 
the health clinic for free modern drugs which are 
perceived as easier to administer and are thought to be 
more effective. Most of the assistance given to clients 
in the health clinic was the provision of oVer-the-counter 
drugs, particularly-analgesic for headache and fever. 
A slight decline in the number of cases serviced 
during the last quarter may be attributed to the 
inadequate supply of medicine and the irregular operations 
of the health clinics in the village. 
Linkage with the Rural Health Unit and Other Lowland 
Health-Belated Agencies. Towards the fourth quarter of 
the health program, four outstanding health volunteers 
(two from each village) were chosen by the project nurse 
to train in referral procedures and to link up or coordi- 
nate with the RE-U for the health needs of the eommunity. 
These health workers were brought by the project nurse to 
the town proper and were introduced to the RHU personnel 
and some representatives from the Department of Health 
Region IV Office. They were also introduced to the social 
worker of the Department of Social Welfare in town because 
this office also provides referral services to needy 
clients. 
Whenever a member of the tribal community had to be 
brought to the lowlands for health care services, the 
foreEi,oing health volunteers were tapped to accompany th 
project nurse so they could observe how the referral 
system operates and understand the procedures of other 
heallb institutions particularly hospitals. 
Towards the final quarter of the health program, the 
health volunteers appeared to be more confident in linking 
up with the RHU on their own, e.g., they would pick up the 
vaccines for the immunization of the children or bring 
malarial smears or tubereular sputum for latoi-atory 
examination. 
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Other health-related services. The health volunteers 
also participated in other activities that promoted or 
facilitated the community-based health care program. In 
particular, these activities were (1) the construction of 
the health clinic; (2) the construotion of the fence 
around the health clinic; (3) identification and planting 
of herbal plants and preparation of a manual on the uses 
and preparation of herbal medicines; (4) preparation's for 
the opening of the health clinic and its first year 
anniversary celebration; (5) the operations of the income- 
generating project; and (6) the Botika sa Barangay or 
drug depot. 
Although the construction of the health clinics i4as 
the main responsibility of the residents of the two 
villages, it was observed that the health volunteers and 
their families assumed a much more active role in provi- 
ding the necessary materials and.manpower to facilitate 
the completion of these health facilities. They also 
plt*ed a major role in eonstreeting the wooden fenee 
around the health clinics so that the herbal plants that 
the:). planted would not be damaged or eaten by stray 
animals. Apart from attending to the physical infra- 
structure of the health clinics, the health volunteers 
also played an active role in its launching or 'formal 
opening. Not only did they assist in mobilizing the 
households in their coverage areas to participate in the 
celebration, they also solieited and contributed food and 
labor and other logistics neeessary for the sueeessful 
inaguration of the health clinic. The health volunteers 
also had a celebration to commemorate the first year of 
operations of the health clinic. Similar tasks as those 
perfomed during the formal opening of the health clinics 
were undertaken by the health workers. 
1 
Because the promotion of the use of herbal medicine 
was one of the major conct!rns of the health program, f the 
active involvement of the health workers was solicitec by 
the project team in the identification of herbal plants in 
the area. Although herbal plants are the medication that 
uplanders are generally utilizing prior to the entry of 
the health program, it was noted that the health workers 
were only familiar with around 10 herbal plants at the 
start of the health program and their knowledge of these 
plants' Usage was limited to 4.:w types. of illnesses only. 
Tow,rds the final quarter of the implementation phase, 41 
more herbal plants were found to be existing in the 
community. 
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The health workers also collaborated with the project 
nurse and documentors in drafting a manual of the 
different kinds of herbal plants and their uses in the 
Hanuuuo Mangyan language. They also included a detailed 
description of.how these herbal plants would be prepared 
for medication, 
The other activity that gained considerable enthu- 
siasm from many health volunteers is the income-generating 
project. Towards the end of the fourth quarter, the 
health clinic had accumulated small amounts of money from 
the donations made by the residents for health services 
and medicine procured from the health clinics. With the 
approval of the village health care committees and the 
community, the health volunteers decided to utilize the 
donations to purchase beads and thread form the lowlands 
and to commission some skilled members from the community 
to make intricately designed trinkets (for whieh the 
Hanuuuo are noted) and raglit, a handwoven navy blue and 
white skirt which are often worn by the Hanunuo Mangyan 
WOMQ11. These products were seld within ,and even outside 
the community and the profits were divided between the 
worker and the health program. Earnings derived by the 
health program were used for two purposes--to purchase 
more materials for the IGP and to set up a health fund for 
the emergency needs of the partieipating households of the 
community, i.e., when some member households would need 
money for medication and hospitalization in the 
lowLinds, they could borrow around P200 and repay this 
program. Aside from the health volunteers there were 
several women and young childTen who were participating in 
this income-generating project. . 
The Botika sa Barangay or drug depot which was 
launehed by the community towards the last quarter, was 
supported by the health volunteers. Upon the approval of 
the health care committees and vilagers, the health 
workers agreed that the drug depot should be managed by 
only one health volunteer who lived in the center of the 
villge because she/he would be more accessible to the 
commdnity. The policies and management procedure of the 
drug depot, however, were formulated by the village health 
care committee and the community. There was no problem in 
Umabang as to who among the health workers would pianage 
the drug depot. In Bailan, however, the health volunteers 
who lived in the village center were reluctant to accept 
the responsibility of operating this project. A community 
meet,ng had to be convened regardinp: this difficulty and 
the villagers chose the health worker who would manage 
the drug depot. 
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The Village Health Care iVHC1 Committees 
The two health care committees that were organized in 
the two zones. or sitios at the start of the program 
implementation were intended to serve as mechanisms 
through which the larger community could voice its wishes 
and concerns about the health program. Each VHC committee 
had 13 officials or a total of 26 officials. Ten 
officials were also health workers. The VHCs had 19 male 
and 7 female memberS; 18 were married, 2 were widowed, 
whie 6 were single. Nine VHC members were related to 
sumo health workers. Most (14) of the VHC members had 
some elementary education and the average number of 
schooling years was three. 
The sitio kapitan or zone headman served as the 
committee chairperson and was the only appointive position 
in the committee; the others were elected by the 
community. The VHC had three subcommittees: Tagapagawa 
(meaning doer or performer), Kakayahan (meaning ability to 
lean) and Tagapagsanay (meaning trainor). Each sub- 
committe had one chairperson and three members. The 
village headman served as the overall chairman of these 
committees. The Tagapagawa was in charge of implementing 
a project while Kakayahan took eare of mobilizing the 
community for meetings and to pick up drugs and other 
health-related materials (e.g., sacks of powdered milk) 
from the foothills. The tagapagsapay took charge of 
mobilizing the community and health workers to participate 
in the training activities uf the health program. 
Because of the overlapping membership of some health 
workers in the health care committees, most of the 
officials were largely aware of the health program 
activities. In Bailan, it was observed that some health 
care committee officials who resided at the center of 
village often attended the meetings of the health workers. 
They were also always present during community meetings 
and in such gatherings the VHC officials.particularly the 
chairman and the health workers-officials were often in 
the forefront by attempting to explain to the community 
the health program plans (e.g., emergency feeding; drug 
depot) that were presented by the project nurse or by 
giving suggestions t further improve the implementation 
of a project. 
The VHC officials were often consulted by the project 
nurse and health workers in most of their activities. For 
exafriple, when the emergency feeding project was planned, 
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the VHC officials were asked tu react to the proposed 
activities that were designed by the project nurse and the 
health workers before the said project was launched. They 
were also asked what roles they would play in facilitating 
this project. In this particular aetivity, what perhaps 
appeared to be the more visible eontribution of the VHC 
members and officials was the mobilisation of the 
residents to haul several sacks of donated powdered and 
corn soya milk as well as medicines from the foothills. 
Even the VHC members themselves were personally involved 
in the foregoing tasks. 
Another activity was the celebration of the first 
year anniversary of the health elinie. Prior to this 
activity, the VHC members were asked to comment on the 
plancied program of activities for the one-day celebration. 
They were also asked to help mobilize the residents 
contribute some food and other resources for this under- 
taking. 
Perhaps the activity where most VHC offieials and 
members were actively involved in War; the income-genera- 
ting project (IGP) of the health workers. When the 
project nurse consulted the Umabang health carecommittee 
about the possibility of utilizing the funds for an 
income-generating project during the fourth quarter of the 
implementation phase, the officials readily approved the 
idea. They then agreed that the initial funds be utilized 
to buy beads and thread from the lowlands so that they 
could commission other health workers and interested 
residents to make bracelets, trinkets, and ramit or hand- 
woven skirts. They also agreed that the products.of these 
workers would be collected and marketed by the committee 
within and outside the community and the earnings would be 
divided between the VHC and the bead or skirt maker. A 
ramit usually costs P100 and 30 percent of the sales would 
go tu the weaver the remaining 70 percent would go to IGP. 
Bracelets and other trinkets eould be sold at p7 to p15 
and 30 percent of this amount would be paid to the worker 
while the larger percentage would go to IGP. The VHC and 
the health workers agreed that the earnings derived from 
the IGP would be initially utilized to procure more 
materials for the project, and when they .have accumulated 
enoufal profit, they would use part of this for community 
health financing. Towards Mareh 1987, the VHC in Umabang 
had already accumulated a total amount uf around y1,000. 
The VHC officials set side approximately one third of this 
money for health financing and utilized the -rest to 
procure IGP materials. The health financing scheme would 
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be limited to the families or community members who were 
involved in the IGP, i.e., .the VHC, the health workers, 
and bead and skirt-makers. These families could borrow 
money from the committee for emergeney purposes, i.e., 
when a family member must be hospitalized or treated in 
the lowlands. As of March 1987 around one-third of the 
community were involved in the IGPs and the VHCs planned 
to involve other members so they could avail of the 
benefits as well as the possible loan assistanee from DSW. 
The VEIC assigned a secretary treasurer to keep the reeords 
and funds and to coordinate the marketing of the trinkets 
and skirts. To countercheck the records of the secretary- 
treasurer, the village headman or the VHC chairman plus 
three other VHC officials regularly audited the former and 
kept their own copies of the transactions between the 
workers and secretary-treasurer. 
The Bailan VHC health workers and villagers emulated 
the IGP procedure of Umabang towards the last quarter of 
the health program. 
In March 1987, the social worker from the Department 
of ocial Welfare of the munieipality of Bulaiaeao met 
with the VHC officials and expressed her interest to 
assist the IGPs of both eommunities by extending loan 
assistance of around y6,000 from their Self-Employment 
Assistance Program to each participating village. 
Negotiations between the DSW project officers and the VHCs 
continued after the implementation phase of the health 
program. The VHCs in consultation with their respective 
communities were inclined to borrow from the DSW. 
The Community 
Another major component in the community-based health 
program are the residents who patronized their health 
workers and contributed their resources to the projeets of 
the health programs. Without the sustained interest and 
cooperation of the community residents, the health program 
would not have been launched. 
The major contributions of the community residents 
were noted in the following areas: (1) construction of 
the health clinic; (2) participation in inauguration and 
first.. year anniversary celebration of the health clinics; 
(3) rtttendance in community meetings; (4) participation 
in health-related activities such as emergency feeding, 
immunization, nutrition education training and inceme- 
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generating project; and (5) provision of quarterly house- 
hold data on vital demographic proeesses (j.. e. fertility, 
mortality, and morbidity). 
The health clinic. The most concrete manifestation 
of the community's contribution to the health program was 
the construction of a health clinic in eaeh of the two 
sitios or zones in the village. As agreed upon during the 
planeing meeting of the health program, the clinics would 
be built with the community residents providing the 
material and manpower resourees for their construction. 
It took around four months for the residents in Umabang 
and Bailan to complete their health clinics. It was 
observed that after the planning meeting the construction 
of the health clinics was rather slow. But after the 
anua.ry 1.967 community meeting. construction work Was 
faeilitated. The relatives ef the health workers 
contributed more manpower 'and material resources in the 
final completion of these facilities. 
The Umabang health elinie is loeated in a 200 .square 
mete lot on the right side of the main gate of the 
comp,iund of the Pulm school. It is surrounded with a fence 
made of wooden posts and bamboo splits. Its front gate 
faces the basketball court. Within the clinic compound is 
a herbal garden planted with different kinds of medicinal 
plants. The health clinic: is about 2.5 meters wide and 
about 5.5 meters long. Its roof is made of cogon grass 
while its walls are made of tree barks. Its door is 
around 2.5 meters wide and it is made of bamboo splits. 
The elinic has three one-foot sized windows. Two thirds 
of .he clinic has no flooring except for the small room 
which occupies about one third of the area which has 
bamboo splits flooring. This small room is separated by a 
wall made of tree barks and it is utilized as an 
examtnation room and as a place to store the medicine. It 
has a two-meter long bamboo bed a small bamboo medicine 
cabinet and a small mirror. 
The furniture found on the major par-t; of the clinic 
or the area with no flooring are a long bamboo beneh, a 
rectangular table with small wooden benches around it. 
The clinic also had some on health and nutrition posters 
on its walls and a wall cloek on une of wooden posts. The 
follewing instruments are found in the olinic: a stetho- 
Seope, a blood pressure apparatus, a pair of scissors, two 
thermometers, syringes, needles, two weighing scales, 
lancets, glass slides for malarial smear, and two birth 
attendants' kits. 
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The Bailan health clinic, on the other hand, occupies 
a 400 square meter lot in the center of the village. It 
is surrounded by a wooden and bamboo fence and it has two 
gates--one fronting the clinio's main door and another 
facing the village's kiosk and old clinic. Within the 
clinic compound are a long wooden bench situated near the 
main gate, a long bamboo table with benches around it and 
a g,irden with different kinds of herbal plants. 
Unlike the Umabang health, clinic, the Bailan clinic 
also serves as the staff house for the project tenía. -In 
fact, only about one-third of the 6 meter long and 4.5 
meter-wide structure was the health clinic while the rest 
served as the.staff house. The staff house is separated 
from the clinic through a bamboo and wooden wall and a 
smail door. It has a small kitchen, a receiving room with 
a )-attan hammock and long bamboo beneh, and mezzanine 
whieh served as the sleeping quarters for the staff. 
Inside the health clinic: are the following: a small 
wooden table, two small benehes, two wooden beilt-in 
cab;nets as storage for medicine and instruments, a small 
bamboo bed which is separated from the main clinle. by a 
eolered plastic curtain, a battery-operated wall eloek, a 
small mirror, and some posters on family planning and 
nutrition. The instruments of the Bailan clinie are 
similar to those of Umabang except that the former has 
three birth attendants kits. 
To maintain both clinies, some health volunteers 
agreed to operate them on speeifie days. They also agreed 
to undergo special training on elinie Management. The 
community residents, on the ether hand, agreed that in 
order to replenish the supplies particularly over-the- 
counter types of drugs, cash donations will be given by 
thrx;e who would utilize th, elinie's services. They 
understood that the dOnations would be utilised to procure 
medicine, particularly those that were not available at 
the Rural Health Unit. 
During the launching of the health elinic, most of 
the households in the community participated i the one-- 
day celebration. They donated food iteras such as rice, 
corr, rootcrops and vegetables; some residents also lent 
their cooking utensils for this oeeasion. In Umabang and 
in Bailan, food was prepared in the staff house and in 
somf' homes of the health workers living in the eenter of 
village. Before serving inneh, the residents had a 
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thanksgiving ceremony, with the village headman leading 
thE invocation and thanking the project tema and the other 
res idents for the efforts exerted in eonstructing the 
health clinic. In Umabang, lunch was served in the yard 
of the health clinic while in Bailan, food was served, in 
thE village kiosk which was about 50 yards away from 
health clinic. After the celebration, the residents 
cleaned up the place. 
One year after the launching of the health clinic, 
anether community celebration was held in each village. 
The celebration was called Araw og Kalusugan (meaning 
health day) and the activities were a photo exhibit 
showing various health-related aspects of community life, 
a basketball game, parlor game, singing eontest, and the 
community thanksgiving. The residents donated and 
prepared the food for lunch and cleaned up the place after 
the celebration the way they did in the launching of the 
health clinic. 
Community meetings. For the entire implementation 
phase of the health program, 12 eommunity meetings were 
conducted in the area (five in Umabang and seven in 
Bailan). Seven of these meetings were eonvened by the 
project nurse while the others were joint meetings with 
the project staff of the Pundasyon Hanunuo Mangyan School 
(see Tables 5.11 and 5.12). 
The first community meeting in each village was held 
in January 1986: In Umabang, the meeting WaS held on 
January 22 and it was attended by 45 adults and 16 health 
workers; in Bailan, the meeting was condueted on ,January 
29 and around 85 adults and 15 health workers attended. 
It was observed that the majority of the participants were 
males or the household heads. The meeting lasted from 
three to four hours and it was chaired by the project 
nurse. The agenda covered the following iteras:. (1) The 
health program in the community; (2) duties of the health 
worker; (3) immunization, family planning, and use of 
herbal medicine; (4) completion of the health clinic's 
construction; (5) election of the officials and members of 
the health care committee; (6) the "Botika sa Barangay" or 
drug depot; and (7) the launching or inaugration of the 
heaith clinic. It was noted that the residents in the two 
villages were rather enthusiastic to implement the health 
program that was presented to them bythe project nurse. 
They pledged to expedite the eompletion of the health 
elinic construction and to participate in this facility's 
inauguration in February. It was observed that during the 
Table 5.11 
Income Generating Project 
Incoee Generating Project Activities 
flotika sa Barangay 
Kalusugan Day celebration preparation and 
and activities 
Income Generating Project Activities 
loint meeting with the Pundasyon Hanunuo Mangyan School. 
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Date Duration 
Sussary of Community Meetings 
(Sitio Usabang) 
Attendees (Number and Composition) 




September 2, 1986a 4 hours 12 health workers; 5 Village Health 1. 
(1 hour and Committee officials; 44 coemunity 2. 





September 201 1986* 5 hours 




65 community people; 8 health 
workers 
1. 
February 7, 1987* 3 hours 13 health workers; 14 sitio men/ 1. 
(t hour and woeen 2. 





March 21, 1987* 2 hours and Health project staff; PHMS staff; 1. 
30 sinutes PESAN agriculturist; 42 men/women 




(7 health workers) 
Major Topics Discussed 
The health workers' duties and responsibilites 
Health clinic activities 
Election of Village Health Committee officials 
Health program as a whole 
Emergency Feeding 
Nutrition Training 
Issues and Problems 
Income Generating Project 
Table 5.12 
Summary of Community Meetings 
(Sitio Bailan) 
aJoint meeting with the Pundasyon Hanunuo Mangyan School. 
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Date Duration Attendees (Number and Composition) Major Topics Discussed 
January 29, 1986 3 hours 70 adults; 15 health workers 1. Health workers' duties, responsibilities and 
problems encountered 
2. Health clinic activities; immunization of 
preschoolers 
3. Election of Village Health Committee officials 
4. Introduction of Botika sa Barangay 
September 6, 1986 hour and 13 health workers; 9 children; 3 1. Health workers' activities and community 
15 minutes Village Health Committee officials; participation 
3 PHN Board Members; 2 sitio 
officials; some men and women 
2. Health clinic; supply of medicines 
September 13, 1986 2 hours 15 health workers; 27 children; 1. Emergency feeding Activities 
3 PHM Board members; 8 sitio 2. Nutrition classes 
officials; 6 VHC officials; about 3. Problems on cooperation 
43 men/women 4. Presentation of Hilots and Hilot kits 
5. Hauling of things needed at the Bailan 
clinic from the foothills 
6. Other problems regarding the health program's 
activities and plans 
January 16, 1986a 4 hours 40 men/women (4 health workers) 1. Income Generating Project 




3. gplump (health day celebration) 
January 24, 1986 1 hour and 
15 minutes 
50 men/women (12 health workers), 
20 children, 2 PHMS teachers 
1. Preparation for the Aro nq Kalusugan (health 
day celebration 
2. Other activities and plans 
March 22, 1986 1 hour and 33 sen/vomen (12 health workers) 1. Botika sa Barangay (drug depot) 
40 minutes 2. Linkage and coordination 
3. Retraining schedules 
March 29, 1986 1 hour and 
15 minutes 
26 men/women (10 health workers) 1. Presentation of the results of the meeting 
with the DSW officer in Bulalacao 
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election of the health care committee officials, particu- 
larly in Bailan, the residents were hesitant Lo volunteer 
or to accept nominations to beeome committee officials 
because they did not want to be blamed for anything should 
the health program fail in their village. Apart from the 
sitie or zone headman who was appointed by the project 
nurse as the overall chairperson of the eommittee in each 
sitio, the other 12 officials were eleeted by the 
residents. 
The Botika sa Barangay or drug depot concept was 
broached by the project nurse as early as this phase of 
the health program and the community appeared to be favor- 
able to the idea. It took several months, however, for 
this project to be launched by the community. 
The initial meeting as well as the subsequent ones, 
often started late, about one to hours after the 
designated time. The distance of the homes of the far- 
flung hamlets to the village proper and the cultural 
concept of time may be some of the contributing factors 
for ihe delayed start of eommunity meetings. lt was noted 
that most of the participants in the meeting were males 
and several ehildren, were often present. In most 
meetings, the project nurse usually presented the health 
program and project to the villagers and most of those who 
reacted to the presentation or who joined the diseussio'ils 
were the older male village officials. It was observed 
that if there was a favorable response to a project among 
the village leaders, the other community residents would 
tend to approve this endeavor. Or if volunteers were 
needed for certain tasks, the villagers were often 
hesilant to offer their services unless the officials and 
other leaders encourage them to partieipate. 
The next community meeting was convened in September 
1986, eight months after the first meeting. Nu meeting 
was held between February Lo August beeause the 'project 
team relied on the health workers as well as the health 
care committee officials to link up the program to the 
community residents. The projeet nurse observed that the 
number of health workers serving in their respective areas 
have declined and the community's interest in participa- 
ting in the PHC program appeared tO diminish in the 
sucef.eding months SO she reqeested or ealled for a 
community meeting to discuss these observations. Other 
health-related activities such as the health clinic, and 
emergency feeding project were also raiSed in this 
meeting. In Umabang, the meeting was convened on 
September 2, while in BaUan the meeting took place on 
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September 6. There were 44 residents who attended the 
Umabang meeting plus 12 health workers and five Village 
Health Care Committee officials. In Bailan, around 21 
residents came (14 health workers, 3 health eare 
CommAtee officials, 2 school officials, 2 village 
offieials). The Umabang meeting lasted for about four 
hours while the Bailan meeting took around one hour and 15 
rninul es. 
During the Umabang meeting, the residents expressed 
their interest to the project nurse in continuing the 
program and discussed that the deelining number of health 
workers servicing their respective areas maybe attributed 
to the demands in their Swidden farms and other activities 
of the program, e.g., emergency feeding. They also 
discussed the different topics presented to them by the 
project nurse, viz., emergency feeding, elinic donations, 
used clothing donated by outsiders, the health olinie, 
medicine, and referrals to hospitals and RHU. The project 
nurse clarified to the residents that only families with 
malnourished children were ineiuded in the emergency 
feeding project and there would be a nutrition training 
for the families in the community. The residents agreed 
that the training that would be divided into two sessions 
and this was scheduled on the following dates: September 
8-9, and September 15-16, 1986. 
The Umabang eommunity also witnessed the eounting of 
the elinie cash donation from January to August 1986 and 
the amount reaehed a total of F45.95, The residents 
approved the recommendation of the project nurse, the 
health care committee offiedals and health workers that 
this money should be used to buy beads Lo make bracelets 
for the community's income-generating projeet. She 
further informed the body that the VHC Chairman would be 
the head of this project. She also asked for three 
volunteers from the villagers to serve as witnesses to the 
IGF transactions of the VHC Chairman and three male vil- 
lagers offered to do the task. 
The project nurse also informed, the residents that 
the project received some used clothing from Manila and 
these were distributed to the health workers in the commu- 
nity. The project nurse likewise informed the residents 
that the health clinic would be open cv'eryday from eight 
o'clock in the morning to five o'clock in the afternoon, 
five days a week, from Monday to Friday, She also told 
them that several sacks of corn soya milk would be 
donated to the community and requested the help of the 
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resioents in hauling these from the foothills. 
The Bailan September meeting, on the other hand, 
focused mainly on the performance of the health workers 
and eommunity participation, emergeney feeding, the health 
elinie and preseription of modern drugs. Ln the diseus 
sien about the health workers and the community's in- 
volvement, it appeared that the partieipants were blaming 
the health workers for their inability to continue serving 
thei/ coverage areas. They informed the project nurse 
that they still wanted to continue the program and even 
suggested that there was a need to determine from the 
residents and health workers what their difficulties or 
problems were in health care service delivery. The health 
workers who were present cited work in the farm and at 
home as the constraining factors in regularly serving 
theii catchment areas. They al so reeommended that some 
people who lived in far flung hamlets Lo build the ir: 
hoil53 at the village proper so that they eould be easily 
reaeLed by the health workers. Beeause only a few people 
were present in this meetinc tilt! 
another meeting on September 13 to discuss the issue of 
coopfration and unity with the majority of the residents. 
The emergency feeding project, particularly the pro- 
blems that arose in ,its implementation, were presented by 
the project nurse. The issue that few mothers were 
picking up the food shares of their malnourished ehildren 
and having their children regularly weighed was raised. 
The concerned res idents reasoned that the stormy weather 
and strong rains were the deterring factors that Prevented 
the mothers from collecting the food shares and taking 
their children to the village proper but as soon as the 
weather improved, they promised to undertake the foregoing 
tasks. The other problem that the projeet nurse raised in 
relat ion to the emergency feeding project was the hauling 
of I. sacks of powdered milk rrom the foothills to the 
village. The residents deliberated for about five minutes 
on how these food items would be procured before two men 
and r health care committee officials volunteered to pick 
up these materials themselves. A health worker also 
volunteered her husband to help the three foregoing 
volunteers. 
The issue of medicine dispensation from the health 
elinie was also brought up by the projeet nurse. Some 
residents complained that they had diffieulty in proeuring 
the drugs because the health elinie was always elosed and 
no health worker was often available to manage the health 
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clinic when the projeet nurse was not in the eommunity. 
Although around seven health workers had reeived some 
training on clinic management, no one from among this 
batch regularly operated the clinic beeause of the mis- 
coneeption that each volunteer would work in the health 
clinic for one full week instead of only one day, thus 
taking them away,from their swidden farms and families. 
Noting the need to opere the health clinic everyday, 10 
health workers volunteered to undergo another clinic 
management training and to work in pairs, each pair 
manning this health facility at least once a week, from 
Monday to Friday. On weekends, when some medicine were 
needed by the residents, the health workers who were based 
in the village proper were asked to open the clinie and 
dispense.some drugs. 
The September 13 meeting in Bailan was attended by 60 
adults, 15 health workers, and 27 ehildren and it was held 
in the old clinic house. The 60 adults included the PUM 
selio,i1 board chairman from Omabang village, eight vil lago 
offi4ials, and six health eare eommittee officials. The 
meetLng was supposed to start at 9:30 in the morning but 
it qas not until 10:45 in the morning when the meeting 
actu:Illy began. The projeGt nurse presided over the 
meeting and a similar agenda as in the September 6 meeting 
was eresented. The meeting lasted for about two hours. 
The meeting started with the project nurse bringing 
up her observation that many people were not cooperating 
in the health program's activities despite the fact that 
the program had been operating for almost a year. She 
then asked the Umabang PHM schoolboard chairman Lo share 
his experiences in his village about the program. The Pi-1M 
representative frankly informed the body that the problem 
of inadequate cooperation was also experienced in his 
sitio and he then enjoined the Bailan residents to extend 
their cooperation Lo whatever project the community 
intended to undertake because this would be beneficial to 
the majority. 
Then they listened Lo the aetivities presented to 
them by the project nurse regarding the emergency feeding 
projfet and nutrition training. . The project nurse re- 
explined the system followed by the health workers and 
families with malnourished children. regarding the 
emerfjency feeding activity and then scheduled the 
nutrition training with the health workers and mothers. 
When she raised the issue about the use of the warehouse 
of fl mining firm in the lowlands for the initial storage 
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of ,he corn soya milk which would be donated by Catholie 
Charities, the community officials expressed their reser- 
vatii)ns because this mining firm was known to have a land 
problem with the community. The Umabang PUM represent- 
ative appeased them and suggested that they should go in 
groups to haul the sacks of eorn soya milk from the 
warehouse. 
In this meeting, the health workers who took the RHU 
hilot or birth attendants' training in April were 
presented to community and the kits that were donated by 
the 141U to the community. 
After discussing health-related activities, the com- 
munity resumed discussions on the issue of cooperation for 
about one hour. The teaders raised ther observations that 
the eommunity, including the health workers and residents 
were not yet united in performing some tasks that v' ''J 
redound to the welfare of the community. They emphasi2ed 
to Ale body the need for cooperation from the majority in 
ordee for them.to sueeeed in their health as well as the 
other projects. 
During the last quarter, i.e., January to March 197, 
Umabang had a monthly meeting while Bailan, had two eommu 
nity meetings in January and two more in March. 
The meeting on January 17 in Umabang was a joint 
endevor with the PHM sehool staff and the health projeet 
team and it was held at the seheelhouse and it was. pre- 
sided by a member of the sehool projeet staff. It lasted 
for three and half hours it was attended by 45 re- 
sidents. Most of the topics that were covered pertained 
to school matters and the health aspect was included 
towa:rds the later portion when the projeet nurse was asked 
to present the activities of the health program. The 
project nurse, noting that the residents were already 
tired, simply informed the biJily that the health workers 
and health care committee officials were planning to hold. 
a he;ith day in February a one dfly activity they termed an 
Araw ng Kalusugan (health day) te celebrate the health 
clinie's first year anniversary. She requested that this 
topii be discussed in anothe meetinff. 
The February 7 Umabang meeling was attended by 13 
heallh workers and only 14 %fill ineluding the sitio 
head and the PUM ehairman. The a_gcoda eoveted the ineome- 
generating project, the drug depot, and the aetivities for 
the lalusugan or health day celebration. After going over 
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the earnings and expenses of the IGP with the project 
nurse, the participants decided would continue 
this endeavor for it was beneficial to them. They would 
also produce other products such as the hand-woven ramit 
or A..drt. The project nurse also presented to the 
residents the mechanisms in operating the drug depot whieh 
she, the health workers and the VHC officials developed. 
She stated that a health worker who was based in the 
village proper should manage the drug depot. The drugs 
would be sold at her house and these medicines should be 
thos that were not readily available at the health 
clinic and RHU, e.g., antibioties. The first set of drugs 
amouating to around P300 would be initially donated by the 
projet because the DOH no longer liad a Botika sa Barangay 
prog:am. Credit would not he allowed in the proeurement ,r medicine beuause the earnings would bu used to 
repl-;:nish the depot's supply. The VHC offiuials, parti 
eula:-ly the chairman, would oversee the performance of the 
heat,,h worker who would take charge of the drug depot and 
reeo,ds would he kept for the community to cx4mi,nu or 
revi,A4. The mechanisms in the operations of the drug 
depoL appeared acceptable te Lhe participants uf Lhe 
When the plans fur the health day eelebration were 
diseussed, the PI-1M sehoolteaehers joined the meeting. 
This portion of the meeting was presided over by a health 
It was agreed that the health day celebration 
would be on February 14 and the activities would inelude a 
shoru program, basketball game, parlor games, singing 
eontest, lunch, and photo exhihit. The families would 
also contribute five cups of riee or corn and vegetables 
while the pr6ject staff 'would donate salt and dried 
anchovies. They would al so divide their tasks in pre 
paring the food but many did not want tu bring firewood or 
fetuh water. It was decided that each family would bring 
fireAKJod and that water for cooking and washing would be 
fetehed by several families. 
On March 21, another joi nt meeting with Lhe 111M 
school staff was held in Umabang. It was he Id at the 
school building and 42 res :1 attended. It began at 
1015() in the morning and lasted at around three in the 
aftenoon. Almost 20 minutes was utilled by the health 
program and the topie focused on the village IGP. A 
health worker presented a progress report uf IGP to the 
group. She informed the hody Lhat thi:; project was 
progressing and they were al su producing ramit aside from 
braeelets made from beads and those who would like to 
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become IGP members were welcome to join the group. She 
claimed that a member was entitled to borrow from the IGP 
as much as pm) for the hospitalization expenses of any 
member of his family. She also informed the group that 
some health workers and VHC officials from UmEa)ang and 
Bailan wOuld go to Bulalacao on March 27 to meet with the 
DSW social worker for briefing about the possibility of 
borrowing additional capital for their IGP venture. The 
group appeared to be enthusiastic about the progress of 
the IGP. 
In Bailan, a community meeting was held on January 16 
in collaboration with the PUM school project staff. 
Around 40 adults came and the meeting was presided by one 
of the PHM teachers. Most of the topics covered were on 
school matters. When the health project was asked to 
present a status report, the project nurse presented the 
IGP, drug depot, and health-day celebration plans. 
The project nurse informed the people that the amount 
donated by the vil lagers to the elinie was over P45. and 
she asked them how this amount would he utilized. She 
then informed them about the IGP in Umabang anal asked them 
if they wanted the same activity. They agreed to carry 
out the same project.. The project nurse said the head of 
this venture should also be the sitio headman because he 
also headed the Health Care Committee. Then she asked for 
three villagers to volunteer as witnesses to the IGP 
transactions and to help the VHC chairman in managing the 
project but no ene wanted to assume the tasks. Only after 
a careful presentation of the roles of the witness by the 
presiding teacher and the projeet'ourse did the residents 
decide to elect three male villagers as the IOP's 
witnesses. When the issue of hui debts would be p- id by 
Membcrs who would borrow from the IGP was raised, the 
group decided to postpone the discussion to a later date. 
The mechanisms for the drug depot wer presented by 
the project nurse and these were approved by the commu- 
nity. However, no one was assigned to handle the drug 
depot yet. It was agreed that the plans for the health 
day celebration would be discussed in another meeting. 
On January 24, 50 residents, 12 health workers, and 
two schoolteachers joined the Bailan community meeting. 
In this meeting, the project nurse asked. the health care 
eommittee chairman to serye as the presiding officer. 
Without giving a background about the plan made by the 
healt:h workers and health care committee, the chairman 
informed the res idents that they were supposed to donate 
rice and vegetables for the health day celebration. 
Because this direct assignment of donation confused the 
body, the project nurse intervened by giving a background 
of what was planned by the health staff and VHC. The 
project documentors also assisted the chairman on how he 
could present the topics systematieally so that the 
villttgers could understand the diseussion. When the 
flow of discussion was more organi'eied, the sitio headman 
and the residents agreed on the following: (1) the health 
day oelebration would be held on January 31; (2) they 
would contribute rice or corn and vegetables; (3) there 
would be parlor games and basketball coMpetioo which would 
be managed by the health care committee offieials, health 
workers and project staff; (4) the project staff would 
donate salt and dried anchovies; and (5) the deadline for 
submission of contributions would be on January 29, 
The next Bailan community meeting was held Orl March 
22 and only 33 residents carne, including 12 health 
workers. It was held in the afternoon and it lasted for 
around two hours. The first topic had to do with who 
among the health workers would manage the BoLika sa 
Barangay or drug depot because no one from among the 
health workers would volunteer to do the task. The 
officials and other villagers were able to persuade a 
health worker who lived in the village proper to handle 
this project. The projeet nurse turned over the drugs for 
the Botika to the health worker right after her acceptanee 
of the responsibility from the eommunity. The project 
nurse informed the body that one of the health workers 
who was critically ill was confined at the Calapan 
Provincial Hospital and. the DSW, DOH, and Red Cross 
assisted in the hospitaliation expenses or this health 
worker. She added that linking up with lowland agencies 
was one of the training activities that the health program 
was conducting and that two health workers were being 
trained to link up with these agencies. 
The group was informed by the project nurse that two 
health workers and the health care committee chairman 
would join the Umabang representatives to Bulalacao on 
March 27 to meet with the DSW social worker regarding a 
possible loan for additional capital for their IGP. 
On March 29, another community meeting was convened 
for around one hour and fifteen minutes and 26 residents 
came including 12 health workers. The Bailan represent- 
atives who joined the Umabang team.to meet with the DSW 
social worker reported the results of their meeting. 
They were informed about the DSW mechanisms which would 
enalde them to borrow additional capital for their IGP. 
Encouraged by the support extended by the Bulalacao social 
work.er, the group agreed that they would pursue their 
plans of borrowing capital funds for their project. 
Participation in health-related activities. Aside 
from utilizing the services of the health workers and the 
health clinic, the residents in the community participated 
in other health related activities particularly in the 
immunization of young ehildren, emergency feeding, and 
nutrition education training, and the income-generating 
project. 
Although the immunization of young children was an 
unfamiliar preventive health praetice, most households 
with preschoolers did not resist the eampaign of the 
health workers to bring their children to the health 
clinic for immunization. The orientation given by the 
health workers and nurse about the benefits deriv1 from 
vaceines plus the proper care giw!il to a newly immunized 
child might have motivated the mothers to submit their 
young children for immunization_ Of the 170 presehoel 
chi tiren in the community, 118 (69.4%) received at least 
une Gype of vaccine. Only around four children were able 
to receive the full dosage of the basic vaceines (1 BCG, 2 
DPT, and 3 OPV). Although many mothers would have wanted 
their young chi ldren to reoeive the full eomplementation 
of the vaccines, this was not realized beeause of the 
I rregular schedule of the vaco mes' arrival at the RHO. 
Many mothers, particularly those from the distant hamlets, 
were not readily informed about the arrival of the 
vaco Irles. Some children were also reported to be ill at 
the time the innoculation was available. 
The other major undertaking that was supported by the 
community particularly by those households with malnour- 
ished children was the emergeney feeding projeet. After 
the health workers and health care committee officials 
informed the parents about the need for their families to 
participate in the feeding project and the aeeompanying 
training activities, many households responded by 
attending the training on food preparation, nutrition and 
by picking up the weekly supplementary food eonsisting of 
mongo beans, powdered dried archovies and milk for the 
family for a period of around two months. However, only 
few parents took their eh î. to the health elinie for 
the weekly weight measurement. Of the 86 ehildren (out ef 
163 who were weighed in May 1986) who were identified as 
second (32.5%) and third (20.2%) degree malnourished, only 
36 (41.8%) had their growth monitored for six weeks 
(August to September 15, 1986) while three children 
dropl,ed out after the second week. Dietanee freía the 
villege center, inclement weather, and illneee Yi/fJP emeng 
the reasons cited by the parents for their non-eomplienee 
to ihe weight monitoring activity. Of the 12 (out of 21 
malneurished children) preschoolers in Umabang whose 
weight were measured, only two showed some weight gain 
(ranee, .6 to 1.5 lbs.); the rest did not show any 
improvement or even lost some weight, ranging from -.2 
lbs. to - 1.2 lbs. In Bailan, on the other hand, 23 ef 
the 24 preschoolers who were weighed for six weeks showed 
some slight improvement ranging from .3 to 3.9 lbs. The 
highest weight gain were from among the third degree 
malneurished children (ranging from .7 to 3.9 lbs.). 
Although the emergency feeding project did show some 
slight improvement in the weight of most ehildren whose 
weights were monitored, the overall weight ef 146 'ehildren 
whost weights were meaeured fi ve menthe leter (i.e., io 
February 1987) indicated that the proportion of mal- 
nourished children in the community had shown no marked 
improvement (65% in May 1986 and 66% in Februery 1987). 
In Omabang, the number of third degree malnourished 
children had in fact considerably increased from 5.4% to 
32.5%. In Bailan, the third degree malnourished children 
slightly decreased but the number of second degree mal- 
nourished ehildren went up from 32.7% in May 1986 te 41.5 
in February 1987 (see Table 5.13). 
While no marked change was noted in the weight uf the 
children, there appeared to be eeme qualitative ehange in 
the way some households in the eommunity prepare their 
food for the family. This observation mhy be phrtly 
attributed to their exposure to the food preparation .and 
nutrition education training. For example, prior to ti-te 
nutrition training, it was observed that households used 
to boil a cupful of kadips or pigeon peas in a cauldron 
full of water, and when this was eooked, the children were 
ueually fed with only the soup while the eooked peas were 
given to the adults. After the nutrition training, the 
beans were cooked with less water and both the cooked 
beans and soup were given Lo the children. 
The income-generating projeet (IGP) which the eommu- 
nity supported was not directly Coneerned with health 
eerviee delivery bu L. its orio:ins atii gwils were mainly 
Table 5.13 
Nutritional Status of Preschool Children 
(0-6 years old) in May 1986 and February 1987 
5.58 
May 1986 February 1987 
Usabang Bailan Total Usabang Bailan Total 
Nutritional Status No. % No. % No. % No. % No. % No. % 
Normal 8 14.3 13 12.1 21 12.9 5 12.5 6 5.7 11 7.5 
o 
1 27 48.2 29 27.1 56 34.4 13 32.5 30 28.3 43 29.5 
o 
2 18 32.1 35 32.7 53 32.5 9 22.5 44 41.5 53 36.3 
o 
3 3 5.4 30 28.0 33 20.2 13 32.5 26 24.5 39 26.7 
TOTAL (number) 56 100.0 107 100.0 163 100.0 40 100.0 106 100.0 146 100.0 
health-related because the money which started this 
project was donated by the residents COI"' Lht_: maintenance 
of the health clinic ar 1-; rn ings WOU Id partly be 
utiJized for community health finaneing. 
About one-third of the residents in the two villages 
have contributed to the projeet's development by providing 
the needed manpower and skills to produce the trinkets and 
hand-woven skirts. The interest and actual involvement of 
a growing number of residents in the 1GP indicates the 
prospects for a viable health financing scheme in the two 
villages. With possible support from the DSW, it would 
seem that this health-related activity has brighter 
prospects for providing support not only to the health but 
other related aspects of community life as well, e. g. 
edueational needs of the children. 
Monitoring of health ana other demeEraphie asptets of 
Lhe households. The household heads manifested their 
eoolseration to the health program by willingly allowing 
themselves to be interviewed by the doeumentors regardiW. 
the health and demographic changes in their families at 
lew:t once a quarter. 
From the quarterly data eelleeted from al 1. the how3e- 
holdri in Umabang and Bailan, 1-he following morbidity 
patterns surfaced. The types of illnesses whieh were 
identified from the first quarter of 1986 to the first 
quarter of 1.987 covered a total of 2,816 cases involving 
2,413 individuals (see Table 5.14). The overall total 
cases of illnesses increased from 539 cases (19.1%) in the 
first quarter to 723 (25.7%) in the third. quarter whieh 
deelined to 483 cases (17.2%) in the last quarter of the 
operational phase of the program. The deeline in the 
numiler of illnesses maybe attributed to the improved 
health status of the households and perhaps to the ability 
of many households to prevent the oceurenee of some 
illnesses such as gastro-intestinal diseases through 
improved sanitation and illness management measures. 
Table 5.15 shows that the three most prevalent 
reported illnesses were fever (802 cases or 28.5%), 
followed by gastro- intestinal diseases (633 cases or 
22.5%) and by headache (411 cases or 14.6%). Skin 
diseases ranked fourth, followed by respiratory and vi. ral 
ailment. 
Table 5.14 
Number of Cases and Individuals with Illness 
in Sitios Umabang and Bailan 
From First Quarter 1986 
to First Quarter 1987 
Number of Cases with Illness Number of Sick Individuals 
Year/quarter 
'Malang Bailan Total Umabang Bailan Total 
5.60 
1986 
First quarter 93 447 540 81 310 391 
Second quarter I 170 391 561 146 299 445 
Third quarter 167 556 723 140 394 534 
Fourth quarter 1.72 337 509 130 266 396 
1981. 
First quarter 1 98 385 483 77 300 377 
TOTAL 1 100 2115 2816 574 1569 2143 
- Table 5.15 
Types of 1111ness.es in Sitios Umabang and Bailan Households 
From First Quarter 1986 to First Quarter 1987 
TYPES OF ILLNESSES ND SITIO 
5.61 
1286 
First quarter 6 21 27 15 95 110 20 6 26 
Second quarter 1 18 9 27 1 57 89 146 1 12 9 21 
Third quarter 1 20 27 47 56 152 208 1 13 13 26 
Fourth quarter 40 49 89 1 24 57 81 1 27 22 49 
First quarter 1 21 54 75 1 23 65 88 11 8 19 
, TOTAL 1 105 160 265 1 175 458 633 83 58 141 
Respiratory Diseases Gastro intestinal Diseases Viral Diseases 
Year/Quarter SITIOS SITIOS SITIOS 
Umabang Bailan Total Usabang Bailan Total Umabang Bailan Total 
OTHER ILLNESSES 
5.62 






























































































§1411 Diseases Fever Headache Others 
Year/Quarter SITIOS SITIOS SITIOS 1 SITIOS Overall 
Umabang Bailan Total Umabang Bailan Total Umabang Bailan Total 1 Umabang Bailan Total I Total 
5.63 
Figure 5.2 indicates that among the four major 
illnesses (respiratory, gastro-intestinal, viral and skin 
diseases) reached their peak during the third quarter, 
. j. e., during the rainy thonths of July, August, and 
September. Respiratory infectious diseases and viral ill- 
nesses, on the other hand, were at their highest during 
the fourth quarter or the cold months of October to 
December. The four types of illnesses declined during the 
last quarter of the Pregram, a possible indication of an 
improved health status among the households in the area. 
Aside from fever and headache, it appears that the 
most prevalent illness in both Umabang and Bailan were 
gastro-intestinal infectious diseases yet. The second most 
prevalent illness in the two villages differed. In 
Umabang, respiratory diseases ranked next to gastro- 
intestinal.illnesses and in Bailan, skin diseases placed 
second in the list. The prevalence of skin diseases in 
Baian may be attributed to the poor personal hygiene 
among the residents due mainly to certain cultural habits; 
it may also be related to the inadequate and unsanitary 
water supply in the sitio. It is interesting to point out 
that although Umabang had fewer households than BFlilAn, 
the number of viral cases turned out to be higher in the 
former than in Bailan. 
Of the 2,816 morbidity cases, 1,283 (45.6%) were 
experienced by the preschool children in the past 15 
months. The topmost reported illness was fever (453 
cases 35.4%) followed by gastro-intestinal problems 383 
(29.9%) (mostly diarrhea), then by respiratory diseases 14 
(11.5%) while skin diseases 130 (10.1%) (see Tabke 5.16). 
Compared to the 1985 baseline data there seems to be more 
young children who suffered from gastro-intestinal 
illnesses during this period, but the number of cases who 
had respiratory diseases declined. The number of pre- 
schoolers who had malaria dropped considerably from 13.4% 
in the baseline data to around one percent. The high rate 
of baseline data to around one percent. The high rate of 
malaria cases in the baseline data may be attributed to 
the inability of the households then to recognize the 
sympptoms of the disease whereas after exposure to the 
health program, there was perhaps a more adequate know- 
ledge of this disease. 
Over half the morbidity cases applied home 
remedy, particularly the use herbal medicine, arad most of 
patients got well. A little over 17 percent sought 
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1 2 3 4 5 
Quarter 
Respiratory 265 148 11.5 127 
Gastro-Intestinal 633 383 29.9 273 
Viral 141 63 4.9 63 
Skin Diseases 281 130 10.1 130 
Fever 802 453 35.3 314 
Headache 411 63 4.9 52 
Others 283 43 3.4 41 
TOTAL 2816 1283 100.0 937 
5.65 
TabIe 5.16 
Illnesses of Preschoolers (0-6 years old) 
From January 1986 to March 1987 
figure (16.2%) utilized modern drugs only which were 
either administered by the health workers or given by the 
clinic or bought from the drug depot. Compared to the 
la.seline data which exhibited a high usage of traditional 
healers, the number of cases that sought this group's 
assistance went down considerably to less than two percent 
(Table 5.17). 
Examining the fertility and mortality trends of the 
community from January 1986 to March 1987, the data show 
that the fertility rate was more than double the mortality 
rate in the area (see Table 5.18). Of the 21 deaths, nine 
were infants and the causes of their death were prevent- 
able in nature--two died of diarrhea, two had umbilical 
cord infebtion, two had fever, one had asthma, one had a 
nutrition-related deficiency (beri-beri) and one had a 
congenital defect. The number of young children (4 years 
and below) who died in the previous year (based on the 
1986 baseline data) was lower by one child. 
Overall 
Illness Number Number of Preschoolers 
of Cases Cases Individuals 
149 cases were referred to RHU, PHO or doctor in San Jose. 
Table 5.17 
Illness Management (Households) Number of Cases 
January 1986 to March 1987 
January 1986 to March 1987 
Sitios Umabang and Bailan 
Used modern 
Hose remedy Home remedy drugs only 
(utilized first. then (from clinic 
herbal utilized' and other 













First quarter 540 314 22 67 112 9 16 
Seceell quarter 561 402 21 61 63 3 11 
Third Quarter 732 456 15 134 90 20 
Fourth Quarter 509 178 34 131 104 17 45 
9@Z 
First Quarter 483 204 61 63 125 10 20 
Total Number 2816 1554 153 456 494 47 112 





24 males 24 feliales. 
bTen were adults, 9 were infants while two were children with ages 7 and 15 years old. The majority died of 
illness while 3 adults committed suicide. The infants died of the following: diarrhea (2), umbilical cord infection 
(2), fever (2), ben-bed (1), asthsa (1), and congenital defect (1). 
Year/Quarter 
Table 5.18 
Number of Births and Deaths in Sitios'Umabang and Bailan 
From First Quarter 1986 to First Quarter 1987 
D Birth eath 




First quarter 1 2 3 1 5 6 
Second quarter 2 7 9 - 
Third quarter 6 9 15 1 3 4 
Fourth quarter 4 8 12 5 4 9 
1987 
First quarter 3 6 9 1 1 2 
5.68 
The Rural Health Unit 
Although the Rural Health Unit was unable to actively 
participate in the health program in the upland communi- 
ties due to its limited number of personnel, it provided 
support to the program by extending training services, 
curative as well as preventive services, referrals, drugs 
and other forms of assistance to the project team and the 
community. 
After the initial training of the health workers in 
the two upland villages by the RHU midwives in December 
1986, the RHU extended another training for birth 
attendants in their health station for 11 male and female 
Mangyan health workers for almost two days in April 1987. 
The trainors were also the RHU midwives and they utilized 
lectures and demonstration methods. Free meals were also 
provided to the Mangyan trainees during the training. As 
mentioned earlier, five birth attendants' kits were given 
by the RHU to the Mangyan participants for their use in 
the uplands. 
Throughout the implementation phase, the RHU also gave 
some over-the-counter drugs to the upland villages such as 
aspirin 'and analgesic. Because of the limited and 
irregular supply of medicine and the wide catchment area 
of the RHU, the amount and type of medicine received by 
the two upland villages were also affected particularly 
for tuberculosis and malaria. 
Aside from medicine, the RHU was able to provide BCG, 
DPT, and OPV vaccines for the Hanunuo preschoolers. 
Because of personnel limitations, no one from among the 
staff could go to the upland villages to immunize the 
children; instead this task was undertaken by the project 
nurse. The vaccines were picked up by the project nurse 
or the health workers from the RHU and were placed in a 
small styrofoam box with ice. 
The 40 water-sealed plastic toilets that were donated 
by the Regional Office of the Department of Health were 
coursed through the RHU. The RHU's sanitary inspector 
instructed the project team about the construction of this 
type of toilet during the first quarter of the health 
program. 
Having known about the high degree of malnutrition 
among young children in the two upland villages, the RHU 
set aside 20 sacks of powdered milk for the emergency 
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feeding project for these areas. Because malaria is 
endemic in Mindoro, particularly in the uplands, a 
malarial spray team composed of five Department of Health 
staff, were sent tó the villages for around two days. 
Four staff members sprayed anti-malarial chemicals to 
every house in the area and one member took malarial blood 
smear of the upland residents. The people in the 
community recalled that the last time a malarial spray 
team serviced their area was around 10 years ago. 
Although the tribal community could only be reached by 
climbing steep and mountainous terrain for at least four 
hours, the RHU and the Department of Health brought their 
heavy equipment to Umabang to show a film on family 
planning and preventive health practices. It was the 
first experience for the upland residents to see a film 
within their community. 
Although the RHU staff were unable to visit Umabang 
and Bailan during the implementation phase of the health 
program, itu facilities and other servioes were nvailable 
to the project team and the Hanunuo Mangyan health workers 
from the community. For example, when tubercular sputum 
and malarial smear slides were sent by the upland commu- 
nity to the RHU for analysis the RHU staff would forward 
these to their laboratory in the next municipality or in 
the provincial capital. The RHU midwives also assisted 
the project nurse and health workers in securing referral 
documents from the municipal mayor and the social workers 
of the Department of Social Welfare when the former 
brought patients that needed hospitalization. Around five 
referrals had been provided by the RHU during the imple- 
mentdAtion phase of the program. 
The RHU staff also cooperated with the project nurse 
in the training of the health workers who would serve as 
the link or conduit between the upland community and the 
RHU. During the visit of the health workers to the RHU 
during ther training, the midwives provided them with a 
general orientation about the set up of the health unit 
and its services and referral system. 
Th.p l'roject Team 
The presence and active intervention of the project 
team in the area has no doubt facilitated the implement- 
ation of the community-based health program in the sitios 
of Umabang and Bailan. The project team is composed of a 
nurse and two field documentors. The team also received 
direet support from a medical consultant who eondueted 
periodic visits and extended medical services to the 
villages. He also provided directions to the strategies 
utilized by the project nurse in training the health 
workers. 
The project nurse. The central figure in the commu- 
nity-based health program in the upland villages was the 
project nurse for she participated in practically every 
phase of this project, starting from the collection of 
baseline information, dissemination of findings, initial 
training of the health workers up to the implementation 
phase of the health program. Relatively tall for a 
Filipino, the project nurse was around 5'7" tall and was 
in her late twenties. Prior to her assignment in the two 
villages, the project nurse received formal training in 
primary health care procedures from the Ministry (now 
Department) of Health. 
The project nurse was primarily responsible for the 
supervision and development of the upland health workers 
medical skills in the field and at the health clinics. 
After the initial health training in December 1985, she 
took charge of practically all the training activities in 
the highlands (refer to Tables 5.4 and 5.5 for the list of 
training activities participated by the health workers and 
othet sectors of the community). 
Aware of the difficulties encountered by the health 
workers during the first training workshop, the project 
nurse saw to it that the subsequent training activities 
would be undertaken with more participation on the part of 
the trainees by conducting more discussions and demonstra- 
tions. For example, during the review or retraining, the 
project nurse often asked health volunteers what they knew 
about a particular health topie such as tuberculosis and 
malaria and to describe how this illneSs should be man- 
aged. If a demonstration was needed in the discussion 
such as the preparation Of a tubercular sPutum, a health 




Another concrete example was the nutrition education 
training. Aside from describing nutritious food groups 
and discussing which food items were available or could be 
grown in the community, food preparation was also demons- 
trated by the project nurse to the mothers of malnourished 
children with the assistance' of the health workers. 
Simple but nutritious recipes which took into consider- 
ation the cooking practices (which was mostly boiling and 
broiling) of the Hanunuo Mangyan and the food groups that 
were available in the area (e.g., kadios, pigeon peas, 
monge beans, and other vegetables) were utilised by the 
project nurse in this particular activity. 
To determine whether the health workers imbibed the 
health care lessons taught to them in various training 
activities, the project nurse conducted a less formal eva- 
luaton of the health workers' skills in October 1986. 
She assessed the curative and preventive abilities of the 
health providers based on her personal knowledge of and 
experience with them from supervising their activities in 
the rield rather than through h rtirMh] prtlrit!itWY demons 
tratlon. In terms of curative skills, the nurse reported 
that 87.5% (14 of 16) of the Umabang volunteers knew how 
to provide treatment for common illnesses such as 
diarrhea, malaria, fever, cough and headache, while in 
Bailan around 48% (10 of 21) of the health workers could 
treat such illnesses. The treatment that the volunteers 
knew how to administer were herbal 'remedies such as 
various preparations of roots and leaves. With regards 
to preventive skills, the nurse maintained that 56% (12 
out of 21) of the Umabang workers were knowledgeable in 
the prevention of diarrhea and parasitism while 43% (9 out 
of 21) of the Bailan volunteers knew how to prevent those 
illnesses. The issue that can be raised with this 
evaluation concerns the actual provision and effectiveness 
of the health care services. 
The project nurse stated that in order for the health 
providers; particularly those in Bailan, to improve their 
health care skills they need to be better able to identify 
the signs and symPtoms of various illnesses, to dissemi- 
nate information properly to the people and to develop 
greater interest and willingness in their work. The nurse 
also estimated that 94% (15 to 16) of the volunteers in 
Umabang and 43% (9 of 21) of those in Bailan were 
adequately performing their tasks. The project nurse 
attributed the poor performance of the Bailan workers to 
their inadequate knowledge of the topics covered during 
the training workshops, the distance from their residences 
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to their areas of coverage, and their lack of interest in 
fulfilling their duties as community health providers. 
Apart from training, the project nurse was primarily 
responsible for convening the meetings among the health 
workers and other sectors of the community (see Table 5.3 
for the list of meetings). During meetings with the 
health workers she often initiated the discussion to 
encourage the health workers to voice their problems in 
the field and to discuss program plans and projects. The 
health workers often relied on her for suggestions or for 
assistance in helping them decide what activities to 
undertake and to prepare initial project plans and acti- 
vities. For example, when the health workers and the 
health care committee officials met to discuss about the 
health clinic fund from donations given by the residents 
who used this facility, they asked the project nurse how 
this money could be utilioed productively. She then 
suggested that this fund could be used to start an income- 
generating project which was enthusiastically approved by 
them. Aware of the participatory concerns of the health 
program, the projeet nurse tried to nee to it that the 
decisions made during such meetings were made by the 
majority of the health workers or with the health care 
committee officials and were not sol ely her own or by a. 
small group of health volunteers. 
In community meetings, the project nurse often served 
as the chairperson and she also usually presented, to the 
villagers. the health program activities and project plans 
which she earlier discussed with the health care committee 
officials, and health workers. After her presentation, 
she would solicit the reaction or comments of the 
residents as to whether the plans or projects were 
feasible. In the first three quarters of the operations 
, phase of the project, it was observed that the project 
nurse did most of the presentation about the health plans 
and projects to the oommunity. Towards the final quarter, 
some of the officials of the village health care 
committees, particularly the health workers who were also 
VHC officials, participated in the presentation. For 
example, after the initial exposure of the four health 
workers who were chosen to link up with the RHU, the 
project nurse presented them to the community and they 
were asked to share or discuss their experiences in the 
training. 
Aside from developing the skills of the health 
workers, the project nurse also extended curative services 
in the field and at the clinics, particularly at the 
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initial stage of the health program's implementation phase 
when the health workers were just starting to try out what 
they learned from the program and during cases of 
emergency. She also provided the linkage between the 
Rural Health Unit and the community by periodically 
visiting, the former and informing the midwives about the 
activities in the uplands. Together with the documentors 
and some Mangyan health workers, she picked up drugs, 
vaccines, powdered milk and other medical supplies from 
the RHU. Because of manpower constraints on the part of 
the RHU, the project nurse immunized the Hanunuo Mangyan 
- preschool children. She also introduced to the RHU the 
selected Mangyan health workers whom she trained to serve 
as the liaison between the RHU and the community. 
Further, she accompanied Mangyan patients to hospitals in 
nearby municipalities and the provincial capital and 
secured the referral documents from the RHU, Department of 
Social Welfare and the Municipal Mayor. She also referred 
the village health care committee officials to the social 
worker of the Department of Social Welfare in Bulalacao 
for possible assistance for the latter's income-generating 
project. 
The medical consultant. The other member of the team 
was Ghe medical consultant who eonducted four field visits 
ta Ghe upland area during the operational phase of the 
healGh program. The medical doctor during each visit 
extended medical services to the residents and provided 
direction to the strategies utilized by the nurse in 
developing the skills of the health volunteers. 
The duration of the medical consultant's field visits 
lasted from 7-1_5 days. 
About the same period as the project nurse's 
evaluation, the medical consultant conducted a preliminary 
evaluation of the basic health care skills of the health 
voluoteers. 
The health volunteers were evaluated in three primary 
skills areas, i.e., communication, diagnosis and 
prescription. The tirl PIrPh included elinic:al history 
takiiig by interview and recording of the information 
obtained from the patient. The second area covered: (a) 
physical examination, including temperature and blood 
pressure taking and reading, and abdominal examination of - 
a pregnant woman, and (b) identification of common 
diseases. The last area inc]uded: (a) health counseling, 
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(b) dispensing and giving instructions on drug . dosages, 
and (c) prescribing the use of herbal medicines. 
The health workers were evaluated by direct observa- 
tion by the medical consultant as they demonstrated their 
proficiency in the above skills on villagers who went to 
the health clinics for consultation. In Umabang, 13 of 
the 16 health providers (81.3%) were assessed, while only 
four of the 20 workers in Bailan (20.0%) were 
evaluated. Together the volunteers who underwent 
evaluation comprised 46 percent of the total number of 
community workers. The low turn-out in Bailan was attri- 
buted to the bad weather conditions at that time and to 
the villagers' observance of the pamaguhan, a first rice 
harvest ritual of thanksgiving. The Umabang volunteers 
demonstrated their abilities on 26 persons who went to 
their health clinic, and those in Bailan on 12 patients at 
the clinic there. The four most coming illnesses 
presented by those 38 villagers included pulmonary tuber- 
culuds (9 cases), anemia (8 i!wieti), upper reupiratmry 
infeetion (5 cases) and malaria (4 
In terms of communication Skills, all of the heaUh 
provders were able to interview their patients properly 
in order to elicit the necessary information from them. 
As of recording patient data, all 13 of the Umabang 
workers could write the obtained information, seven in 
Filipino and the other six in the Hanunuo syllabic script. 
SimiJarly, all four of the Bailan volunteers could record 
the patient information, two in Filipino and two in 
Hanunuo script. The high literacy rate in Filipino or 
1-!dtlUI010 iS to be expeeted since literacy WIAS a eondition 
for acceptance into the training workshops. 
With regards to diagnostic: skills, particularly in 
the physical examination, the results on the whole were 
poor. Only two of the 13 Umabang health workers could 
demonstrate properly how to take the patient's tempera- 
ture. Only two of the health providers in Umabang eould 
take blood pressure correctly, and the project nurse 
reported at the time of the evaluation that only five 
Umabang workers had acquired that ability. Similarly, 
only one of the volunteers evaluated in Bailan could 
demonstrate proper blood pressure taking, and the project 
nurse indicated that she was the only Bailan health worker 
who could do so. As for the abdominal examination of a 
pregnant women, only the worker who had been trained as a 
hilot or traditional birth attendant through the health 
care project, had the opPortunity to perform this 
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capability which he did correctly. The other aspect of 
diagnostic skills pertained to the identification of 
common illnesses which all of the community volunteers 
could do. However, that skill may have been an ability 
that they had acquired through previous experience with or 
exposure to those illnesses rather than necessarily a 
capability developed through their training as health 
providers. 
In terms of prescriptive skills, all the health 
worhers could offer simple counseling on the prevention'of 
common diseases and could properly prescribe the drugs 
available at the village health clinics along with the 
correct instruction on dosages. As for herbal medicines, 
all of the Umabang volunteers were able to give the 
correct advice to their patients on the use of herbal 
remedies for their illnesses. Again, that knowledge may 
not necessarily have been acquired through the training 
provided in the project since the baseline survey 
conducted in the first phase of the project indicated that 
the vil lagers had sume knowledge of the use of herbal 
plants. 
Based on the above results, the medieal eonsultant 
eoneluded that in general, the health workers who were 
evaluated had adequate communication skills necessary to 
conduct effective interviews with their patients. They 
alse had some degree of diagnostie skills such as being 
able to identify common illnesses by their signs and 
symptoms and some prescriptive skills such as being able 
to treat common illnesses. However, the consultant 
maintained that the health providers needed retraining in 
the areas of temperature, blood pressure and weight taking 
and. reading. He also reeommended that the previously 
trained hilot undergo retraining in performing prenatal 
examinations and in the eare. of pregnant, post-partum and 
lactating mothers. Furthermore, the consultant pointed 
out that the skills evaluation did not assess the actual 
delivery of services by the health volunteers, parti- 
cularly in terms of the extent of their service coverage, 
the frequency of delivery of services, and the effective- 
ness of the treatment provided. 
The field documentors. The project had two young 
female documentors who had academic degrees in the social 
sciences (anthropology and ti cal scienee, respeet- 
ively) who lived in the community for the entire duration 
of the implementation phase of the project. These docu- 
mentors were tasked with interviewing the health workers 
Number Assesed = 17 health workers 
A. Communication 
1. Clinical History 100.0 
Taking and Interview 
B. Diagnosis 
1. Physical Examination 
Temperature taking 11.8 
Procurement of blood 
pressure 17.6 
2. Abdominal Examination of 
pregnant women 5.9 
3. Identification of common 
illnesses 100.0 
C. Prescription 
Prescription of drugs 100.0 
Herbal medicines 100.0 
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Table 5.19 
Summary of the Health Care Skills Evaluation 
of the Health Volunteers by the 
Medical Consultant 




every two weeks during the program's operations phase 
regarding the patients they had treated in the field and 
in the clinic in the previous period. They also inter- 
viewed all the households every quarter to find out the 
health status of the household members. Further, they 
documented all health-related activities that took place 
during the implementation phase of the health program. 
Through the foregoing activities, the documentors 
provided indirect means of supervising the health workers. 
The information that they collected from these efforts 
provided the project nurse and the Manila project ' readers 
with a basis for determining the performance of the health 
workers as well as the problems that may have arisen 
between the health workers and the families in their 
catchment areas. AlSo because the assistants lived in the 
villages throughout the project operational phase, they 
were kept informed of the health volunteers performance 
through informal interaction and conversation with commu 
nity members. 
Furthermore, at times the resear6h assistants 
provLded health care instruction to the health workers 
when the latter sought their assistance, particularly when 
the project nurse was in the other village. They also 
encouraged the less than aCtive volunteers to continue 
with their duties and to participate in project 
activities. 
The household quarterly monitoring provided the 
documentors with the opportunity to observe the health 
practices of the households and to further clarify the 
health program to various sectors of the community. 
Aside from the abovementioned contributions of the 
documentors, they also provided assistance to the health 
workers and the project nurse by facilitating the 
preparation of the Hanunuo Mangyan manual of herbal 
medicine. They also participated in community activities 
such as the opening and inauguration of the health clinic 
(e.g., the preparation of the photo exhibit and during 
other agricultural rituals or rites of the Hanunuo 
Mangyan. 
Major Health Program 
Activities 
Comeunity Meetings 
Barangay Health Workers' Meeting 
Village Health Comeittee Meeting 
Training 
Barangay Health Workers' Training x x x 
Barangay Health Workers' Retraining/ 
Review Sessions x x 
Hilot Training x x x 
Clinic Management Training x x 
Activities in the Clioic 
Completion and Inauguration of Sitio 
Clinics (including one year 
anniversary celebration) 
Bamboo Fence Construction around 
the clinic 
Herbal gardening around the clinic 
Dliver 91halth Services 
Delivery of curative health services in 
the catchment areas and in the clinics 
Other Oealth-Rglated Activities 
Table 5.20 
Participation of Different Sectors in the Health Program Activities/Projects 
PARTICIPATION 
Comeunity 
Barangay Village Rural 
People Health Health Health Project 
Worker Committee Unit Teas . 
.. 
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Emergency feeding project x x x x 
Drug depot (Botika sa Barangay) x x x x 
Incole-generating project x x x x 
Provision of over-the-counter drugs; 
referral to hospitIs x x x 
Iemunization; provisi.o of vaccines x x )1 x x 
Toilet Constrintiun x x x x x 
Mobile Fil. Showing oo Faeily Planning 
and preventive Health Care x x x x x 
Anti-ealarial spraying and Procurement 
of blood smear x x 
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Summary 
The implementation of the health program covered a 
total period of 15 months, from January 1986 to March 
1987. The major accomplishments of the health program 
were: (1) the transfer of primary health care skills to a 
group of tribal male and female health volunteers, (2) the 
provision of health care services by the health volunteers 
to the catchment areas, (3) the establishment of village 
health clinics, (4) the formation of village health care 
committees, (5) immunization of preschoolers, (6) the 
establishment of village drug depots, (7) the training of 
a select group of health volunteers for linkage and 
coordination with the Rural Health Unit, and (8) the 
establishment of an income-generating project that might 
sustain some health needs of the community. 
The health workers and the projeot team were involved 
in all the projects and activities that pertained to the 
health program. The community, on the other hand, 
participated in community-wide meetings, the construction 
and fencing of the health clinies, the inaugurat ion and 
eelehration of the first year anniversary of the health 
clinics, income-generating project and in projects that 
benefitted the children in their households i.e., immuni- 
zation and emergency feeding. The officials of the 
village health care committee provided the conduit between 
the health program and the community.by assisting the 
health workers and project team in their activities and in 
facilitating the dissemination of information regarding 
health projects to the community. The Rural Health Unit 
assisted the program by providing training to health 
workers, medicine, referrals and other preventive health 
care services to the community (i.e., anti-malarial spray, 
plastic toilet bowls, family planning campaign). 
The major problem encountered during the imple- 
mentation phase of the health program was the diminished 
participation of the health workers and the dwindling 
interest of the community in sustaining the health 
program. 
The reason cited for the decline in the participation 
of the health workers were their work in their kaing¡n or 
' swidden farms, household demands, low credibility in their 
areas of coverage, and loss of interest in the health 
program. Lack of unity and cooperation among the commu- 
nity residents were mentioned as the obstacles in 
maintaining their health program. 
Chapter Six 
ASSESSMENT OF THE HEALTH PROGRAM 
This chapter presents the findings from the assess- 
ment of the different sectors involved in the community- 
based health program, namely: the community, the health 
workers, the project medical team, the village health 
care committees, and the Rural Health Unit. The first 
section describes changes in the baseline households in 
terms of morbidity and mortality experience, health 
beliefs and practices, perceptions and utilization of the 
village health workers as well as their participation in 
the health program. 
The second section presents the findings of the 
clinical assessment conducted by the project medical 
consultant and medical technologist of the baseline house- 
holds. It also covers the assessment of the nutritional 
status of the presehoolers who were weighed in the 
base 1. study. The third seetion, on the other hand, 
describes the results of the assessment of the external 
medical consultant regarding the clinical skills of the 
health workers. The fourth section presents the results 
of the projeet nurse's assessment of the health workers' 
participation in the health program while the fifth 
section touches on the village health workers' assessment 
of their involvement in the program. 
The sixth section discusses the perceptions of the 
officials of the village health care committees regarding 
their participation in the program. Finally, the last 
section presents the perceptions of the Rural Health Unit 
personnel of their involvement in the eommunity-based 
health program. 
CoMmunity Evaluation 
The community evaluati.on covered 145 households whteh 
represents a total number of 737 persons. There were 
slightly more males (52.2%) in these households. As 
expe,;ted, a large percentage of the population (28.9%) did 
not know their ages. Nearly a fifth (19.3%) of the people 
were less than 5 years of age and more than a third 
(34.1%) were less than 15 years old. The majority did not 
acquire any education at all (see Table 6.1). As 
expeted, most of the household heads were swidden farmers 
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and 78.6% claimed to own the land where they built their 
house. 
Table 6.1 
Percentage Distribution of the Respondents 













0 - 4 142 19.3 
5 - 9 112 15.2 
10 -.14 67 9.1 
15 - 19 58 7.8 
Not Known 213 28.9 
TOTAL 737 100.0 
Education Completed (For those 
6 years of age and over) 
None 384 64.6 
Primary (1 - 4) 144 24.2 
Intermediate (5 - 6) 52 8.8 
High School 6 1.0 
Others (Bible Schdol Parateacher) 2 .4 
Unspecified 6 1.0 
TOTAL 594 100.0 
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The majority of the households (98%) own livestock 
(chicken, pig, carabaos), vegetable and fruit gardens 
(99.3%). Income is generated through wage labor and farm 
production. 
Environmental aanitation Facilities 
For comparative Purposes, the results of the baseline 
survey will be presented with the findings of the 
evaluation of the study in order to assess changes over 
the more than one year period of program implementation. 
As shown in Table 6.2, these has been an improvement in 
the environmental sanitation facilities in the community. 
A reduction in the percentage.of the households using the 
the bush for defecation and a concomittant increase in the 
use of pit privy and water-sealed toilets were noted. In 
1985, none of the households had a water-sealed toilet. 
By 1987, 6.2% reported such usage. However, in terms of 
improvement of water supply, the effect was minimal. Open 
springs and streams were predominantly used due to their 
accessibility arad familiarity. Waste disposal, likewise, 
improved with an increase in the number of households 
burying (from 4.2 to 11.7%) arad burning (from 27.1 to 
44.1%) their garbage. Dumping of waste was reduced from 
68.6 to 44.2%. 
Reproductive History and Childhood MortaliLz 
A reduction in pregnancy wastage as well as childhood 
deaths was noted. There were 86 pregnancies that occured 
in the intervening period (1985-87). However, the small 
number of households preclude statistical comparisons of 
averages. There were 152 children reported dead below 5 
years of age over the past several years. This represents 
23.4% of the total livebirths - a major reduction from the 
46.2% reported in 1985. It is not ascertained whether 
this outcome is a recall lapse or a real decline. The 
average number of children ever born remained Gonstant at 
5.0. Of the total deaths, 22.2% were due to respiratory 
illrw:ss, a similar percentage to measles, arad 16.7% to 
diarrhea which indicates that there has been a change 
in the pattern of the cause of death. This could be borne 
out from the household monitoring of illnesses arad deaths 
in the previous chapter. The fertility and mortality 
impact measurement would be precluded by limited Lime. 
Ther was also a reduction in the percentage wanting to 
have more children -- from 43.1% in 1985 to 37.2% in 1987. 
Toilet Facilities 
Bush 112 94.9 121' ' 83.4 
Pit privy 6 5.1 13 9.0 
Water sealed 9 6.2 
Wrap and throw 2 1,4 
TOTAL 
Sou.rog of Vater Supply 
Improved spring/well 29 24.6 21 14.5 
Open spring, steam, 
river 89 75.4 115 79.3 
Combination of 1 and 2. 9 6,2.. 
TOTAL 118 100.0 145 100.0 
WatET Disposal 
Burying t., 4.2 17 11.7 
Burning 32 27.1 64 44.1 
Dumping 81 68,6 64 44,2 
TOTAL 
Table 6-.2 
Percentage Distribution of Households by 








However, the number of additional children desired 
remained constant at 3.0 and the main reason given was the 
need for more farra hands. There was marked improvement 
on the number of households who did not have any sex 
preference for their children - from 66.1% in 1965 to 62% 
in 1987. There was also a considerable reduction of 
households that perceived a high childhood mortality in 
the community (from 86.4 to 66.9%). 
Table 6.3 
Percentage Distribution of Respondents by 
Selected Responses, 1985, 1967 
Health Beliefs and Practices 
Health beliefs-and practices during antenatal period 
and during childbirth were sought from the mothers during 
the evaluation phase to determine any change in the belief 
and practices of the mothers before and after the entry of 
the program. 
Prenatal Care. Pregnancy is detected through the 
cessation of menstruation, fatigue, nausea, sleepiness, 
preferences for certain foods, vomiting, and breast 
hardening. Only 12.3% (16) were given advice on 
prenatal care. The advice came from the husband, the 
health center, and the mother-in-law. Admonitions were 
madt, to lessen the workload, eat a balanced diet, and 
avod exposure to the sun. Onqy three women reported 
taking herbs for their health and for safe delivery in the 
forio of boiled roots of the mango tree, malungga;L leaves, 
bannna gasbacon, alibpn, and banana sap. Fourteen women 
stated the avoidance of certain food items during 
1985 1987 
Percentage wanting additional 
children 43.1 37.2 
Average additional children desired 3.0 3.0 
Percentage with no sex preference 66.1 82.0 
Percentage perceiving a high child- 
, hood mortality in the community 86.4 66.9 
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pregnancy. These are birds, bitter foods, rootcrops, 
coconut heart, fish, pig's intestines, and cassava. The 
contra-indication stems from the feeling that normal 
delivery will be precluded. The foods preferred by the 
women are sour-tasting fruits, meat, vegetables and eggs 
mainly because of their palatability. Prenatal practices 
include daily bathing, vegetable intake and rest twensure 
having a healthy baby and safe delivery. During the 
baseline survey, natal eare was unknown to the Mangyans. 
However, based on the 1987 survey, 13 women went to either 
the village clinic or the Bulalacao Health Center for 
antenatal check up. Of these, women, only three went 
regularly during their antenatal period. The project 
nurse provided the pregnant women with vitamins, food 
supplements in the form of milk, dried fish, mongo, 
cornmilk and imported health education skills. 
Delivery. There was a slight decline in 1987 of the 
number of women who gave birth at home (from 92% to 82%). 
It was reported that one woman delivered at the health 
oenter and another at'the horspital. Fi ve deliveries were 
attended by the nurse; midwife and health worker. Thi-3 
signs of imminent delivery were manifested by painful 
abdomen, hips, back, uterine movement and bleeding. As 
soon as these symptoms were detected, the expectant 
mothers would stay in the house and would tie the abdomen 
with a piece of cloth. The women delivered their baby 
either by lying down or by kneeling and by holding on to a 
rope tied on the ceiling. The stomach was massaged 
intermittently either by the wife herself, the husband, or 
the traditional birth attendant. More septic practices 
were observed after the implementation of the health 
program such as the cutting of the umbilical cord with 
scissors and the use of merthiolate and alcohol as 
disinfectants. However, a majority of the women still cut 
the umbilical cord with cogon grass (59.2%). The 
umbilical cord was cut as soon as the baby carne out. The 
common complaints during delivery included bleeding and 
abdominal pain, which were relieved by massaging hot 
leaves (pasbapon) poultice, hot water compress, and heat 
applied in the painful area. The usual food given to most 
women after birth is rice. To some, chicken with 
malenggay leaves was added. Daily bath, rest, vegetable 
intbke and body steaming were done. While most of the 
women did not seek advice during postnatal care, four 
rep,rted consulting the doctor and the health worker. in 
other instances, the husband and other relatives were 
consulted. 
Table 6.4 
Relevant Information Concerning 
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Childbirth, 1985) 1967 
1985 1987 
Percentage with antenatal care ^ 10.4 
Percentage of home deliveries 92.3 82.0 
Attendant at delivery is husband 64.6 61.6 
Percentage with delivery problems 47.8 36.0 
Percentage cutting the umbilical 
cord with cogon grass 79.2 59.2 
Lactation and Supplementation 
Almost all of the women breastfed their iiifants. 
Around one-fifth breastfed.within an hour after delivery. 
Advice was given regarding lactation by the health 
personnel concerning' proper diet when breastfeeding, 
nipple cleaning, and milk extraction. Fifty women (40%) 
reported having breastfeeding problems due to painful and 
swol len breasts. Twelve women (9.6%) gave milk 
supplements in the form of condensed, evaporated and soya 
milk. Food supplementation was given at an average of 
five months in the form of rice porridge, bananas, sweet 
potato, rootcrops, and vegetables. This was, on the 
average, one month earlier than the baseline survey 
results. 
Dietary Practices During Speciiie Illnesses 
As shown in Table 6.5, rice porridge is the most 
common food item that is given to young children whenever 
they have diarrhea, fever, cold, and skin problems. This 
is Collowed by bananas and breastmilk. ExGept for riGG 
porridge which is not an ordinary food item among 
Mangvans, there seems tu be no speGial food presGription 
in illness. 
Table 6.5 
Common Food Items Prescribed During 
Specific Illnesses 
EtivLQgx daniag.quital 9f '40fif; Li.qeieu 
To determine changes in the perception of the causes 
and management of specific illnesses, the households heads 
were asked about the etiology and treatment of common 
illness, ' viz., diarrhea, cough/colds, malaria, fever and 
tuberculosis. 
Diarrhea. Compared to the 1985 survey which showed 
that 77.1% did not know the etiology of diarrhea, the 
percentage in 1987 with no such knowledge was reduced to 
34.7%. Around one-third of the respondents attributed the 
cause of this illness to contaminated food and water. The 
others related the occurence of the illness to overeating, 
hot Weather, and teething. Herbs are largely used for 
diarrhea' treatment such as ingestion of boiled duhat 
leaves, guava leaves, bark of trees boiled bananas in 
porridge, pasbacon bark, maningkal, hagonoy leaves. Only 
five respondents claimed to have gone to the health clinic 
or the Rural Health Unit for modern medicines. 
CoughLcolds. In 1985, about one-third (30.5%) of the 
respondents did not know the etiology of respiratory 
illnesses. In 1987, this was slightly reduced to 28.9%. 
The cited causes were exposure to heat and cold (rains), 
the draft, and bathing when tired. Nearly one-fifth of 
the respondents felt that the 'condition is self limiting. 
Others take herbal medicine such as calamansi, boiled 
6.8 
Illness Food Items 
1. Diarrhea Rice porridge, bananas, breastmilk 
only 
2. Fever Rice porridge, mashed bananas 
breastmilk, rice 
3. Cough/colds Rice porridge, banana, breastmilk, 
rice 
4. kin disease Porridge, banana 
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alibon, pieces of banal°, sapinit, sour gourd, bark of 
malabuhay tree, tamarind leaves, sambong; boiled ginger, 
guava leaves, and sponge bath. Two claimed to have gone 
to the health workers for consultation. 
Malaria. More than one-tenth (12.4%) of the 
respondents reported that malaria is caused by mosquito 
bites. More than a third attributed it to the exposure 
to the sun and rains and the others thought that it 
occured as a result of fatigue. Medicines from the clinic 
were ingested according to 15.2% of the respondents. The 
remainder resorted .to herbal medicines such as bark of 
dita (boiled and ingested), bitter bark, .bangkal leaves, 
boiled ginger, anonas bark, pasbakon, and banana leaves. 
Other herbal plants such as hagonoy and alibon leaves 
were utilized to treat this illness by pressing them on 
the forehead. Knowledge of the etiology of malaria 
improved over 1985 where more than half (52%) of the 
respondents reported weather aS the main eause of the 
A marked reduction in the percentage of th6se 
who did not know about the disea13r! was noted - from F0.7% 
in 1985 to 11.7% in 1967. 
Fever. A majority of the women attributed fever to 
the weather (51%). Others reported fatigue, bakhing at 
night, intake of dirty food and teething as possible 
causes of this ailment. More than a third (37.3%) did not 
know its causation. Less than a tenth (6.2%) mentioned 
taking pills or consulting the health worker whenever they 
or a member of their family feel feverish. The others 
retained their traditional home remedies such as alibon, 
dita, bangkal, cashew, young banana, sambong, anonang, and 
pasbakgn either boiled, or pressed on the forehead. 
Tuberculosis. PTB waS attributed to fatigue by 42% 
of the respondents. The reste reported intake of dirty 
foods, genetic linkage, exposure to hot weather and 
sprain. Nearly half (45.5%) did not know how it is 
caused, a considerable reduction from the 64% of the 
households in 1985 who did not know the etiology of the 
disease. 
The perceptions of symptoms of the foregoing 
illnesses remained largely the same between the baseline 
and evaluation surveys. 
Table 6. 
Symptoms Perceived by the Respondents 




Diarrhea Stomachache, frequency of bowel movement, 
loose watery stools, weakness 
Cough/colds Difficulty of breathing, runny nose, 
painful throat and nose, pain in head and 
chest, itchy throat, headache 
Malaria Fever, chills, weak body, reddish faoe 
Fever Hot body, weakness, painful head and 
shoulders, yellowish eyes 
Tuberculosis Spitting or vomitting of blood, coughing, 
loss of weight, painful chest, back pain 
Disease Etiology, 1985, 1987 
Illness 1985 1987 
Diarrhea 77.1 34.7 
Cough/Colds 30.5 28.9 
Malaria 51.7 11.7 
Tuberculosis 64.0 45.5 
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Family Planning 
Thirteen women (9.6%) reported using a family 
planning method as contrasted to only seven women (5.9%) 
in 1985. The methods used were pills (8.1%) and tubal 
ligation (1.5%). The ligations were administered at Roxas 
Hospital in a nearby municipality while pills were 
procured from health clinic, the Bulalacao Health Center, 
Botika sa Bayan, as well as the hospital. A majority of 
the women felt that two to three years would be an ideal 
interbirth interval. Eleven women mentioned that 
fertility control could be done through aeceptance of 
family planning method6 while nine indicated the use of 
medicinal plants particularly roots and barks of trees. 
Nine women also thought that the fetus can be expelled 
through the intake of boiled roots and bark of bitter 
trees. Aspirin and other tablets were mentioned by two 
women as abortifaesents. 
Health Seeking Behavior 
The household heads were queried about how they 
prev,..mt and manage speeifie illnesses and about the health 
resourceS they utilia,.ed during the implementation phase of 
the project. 
Prevention and Management of Specific Illnesses 
The household heads were asked how they could best 
avoid or prevent speeifie 00=00 illnesses. They were 
also queried about their knowledge in treating such 
diseases. 
Nearly half (46.8%) of the respondents did not know 
how o prevent diarrhea. For those who posited an answer, 
the preventive measures seemed scientific. Management 
likewise remained traditional such as the use of herbal 
medicines. With regard to skin disorders, close to two- 
thirds (63,4%) did not know how to prevent the illness. 
However, for those who gave an answer, bathing and clean- 
liness were often mentioned. The responses for the 




Among the health resources in the community, the 
health clinic was the most utilized (82.8%) followed by 
the health workers (49%) and the traditional healers 
(18.9%). The average frequeney of visit to the health 
clinic is four and the main reason is to obtain free 
medicines for feVer, malaria, diarrhea, and headache. 
Very seldom was the health clinic used for check up or 
consultation. 
On the other hand, the average frequency of visit by 
the health workers to the households was seven. The two 
traditional healers were visited by the households at an 
average of five times per year. The reason for the visits 
were mainly for consultation for the treatment of 
stomachache, fever, diarrhea, scabies, worms, coughs and 
colds. 
Other health resourees mentioned were a number of 
traditional healers, relatives, missionaries, and the San 
Jose Hospital in Occidental Mindoro. The perception of 
their utilization is mainly for curative health care. 
Decision of Health Consultation 
Prior to seeking medical attention, attempts were 
made by the households to treat the illness by using 
herbal medicines first and when the illness persists the 
health worker or the traditional healer is consulted. In 
worse cases, the third recourse is the clinic, followed by 
the Rural Health Unit and the hospital in certain cases. 
Direct consultations are made in the clinic, in some 
instances. 
Immunization 
Thirty-three (22.8%) women-brought their children for 
immunization during the implementation period of the 
projct. Of these 18 (54.!A) did not know that the 
inje,Aions were for their young Oiildren were for the 
prev,intion of measles (8) DPT, BCG, Polio (5), TB (1) and 
malaria (1). Most of the women (81.8%) claimed that their 
children received only a single dose of the injection. 
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Health Education Program 
More than half (57.2%) of the respondents claimed to 
have attended a health education program. They mentioned 
that the contents of the program were the preparation of 
food, immunization, use of herbal drugs, cleanliness to 
prevent disease, proper nutrition, and illness management. 
Awareness of the Health Worker 
Nearly all of the respondents (97.2%) knew about the 
health workers. The funotion of the health worker .as 
perceived by the community included illness management, 
education and prescription of herbal medicine, advice on 
environmental sanitation, referrals, medicine depot and 
nutrition education. The average frequency of visit made 
by Ghe health workers to the households was seven times. 
Four households reported having been visited by the health 
worker for at least twiee a month.. The reasons given for 
thti visit were to (711c(4; on thf:ir h.cil th probleutf;, to reht 
specific illnesses, teaeh household members on illness 
management and health education. WiLh Lime progression, 
the visits were redueed to about three times for the same 
purposes. The services availed of were curative Yn'seope, 
j. e. the treatment of stomachache, headache, cough, 
diarrhea, fever, scabies, wound, malaria, colds and TB. 
The preventive services were cleanliness of surroundings, 
utensils, clothes, bathing, toilet eonstruetion, immuniza- 
tion referral, and illness prevention. Over three-fourths 
78.6% of the respondents mentioned that their households 
have availed of the services of the health workers. The 
majority of the users (92.1%) were satisfied with the 
services for the following reasons: the household members 
got well; they were able to avoid illnesses; they fostered 
a harmonious relationship within 1-he community; and they 
were taught how to keep sanitary surroundings. The few 
(7) who expressed dissatisfaction over the services 
rendered by the health workers claimed the patients 
attended by the health workers were not eured; they were 
not visited by the health worker when they got sick; 'and 









Prevention and Management of Specific Illnesses 
Prevention 
Avoidance of extreme 
exposure to sunlight, 
avoidance of specific 
foods (sugarcane, 
young coconut), 
walking and playing, 
fatigue, cleanliness 
in the house 
Avoidance of meat 
fats, cleanliness in 
handling, boiling of 
water before drinking, 
washing of hands before 
eating, washing glass 
and plates, avoidance 
of throwing of human 
waste 
Daily bathing, 
avoidance of grassy 
places, avoidance of 
contact with infected 
persons, avoidance of 





rubbing of leaves 
all over the body, 
wear necklaces 
made of herbs, 
place ginger into 
throat, modern 
medicines 
Drinking of boiled 
guava leaves, bark 
of mango tree, 
bananas, barayong 




juiees of herbal 
medicine, use of 




Health Resources, Frequency of 
Visit, and Purpose 
Average 
frequency 
of visit of 
respondents' 
households Percentage 
per year utilizing Reason 
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Health 7 49.0 Ask for medicine 




Bapa Wayak 3 11.0 Etiology of ill- 
(traditional ness, massage, 
healer) prayers 
Bapa Luhay 3 2.8 Etiology; seek 
(traditional herbal drugs, 
hea[er) massage for 
fractures 
Laki Wayhigan 2 4.1 Cure for sto- 
(traditional machache, head- 
healer) ache, eye prob- 
lems through 
prayors 






Among those who did not avail of the services of the 
health workers (25.5%), the rfmsons given were: the 
health workers never visited them; their kaingin farm 
was so far that they are not aware of the health workers' 
presence; the health workers have other tasks; and they 
were utilizing the services of the traditional healers. 
Over one half (51.6%) of those who did not avail uf the 
health workers services intended to utili2e them in thil 
future. 
Recommendations and suggestions were elicited to 
improve the performance of the health workers. The 
community members suggested that the health workers should 
conduct regular visits to the households, refer patients 
to Roxas Hospital and Bulalacao Health Center in case of 
serious illnesses, impart their skills to their catchment 
households, teach environmental sanitation, dispense 
medicines, and dress wounds. 
Community Participation in the Health Program 
Around one half (51%) of the respondents participated 
in some of the projects and activities of the health 
program. The participation was mainly in the form of 
assistance in building and fencing the health clinie, 
attendance in community meetings, procurement of supplies 
from the foothills, assistance in food preparation for the 
cooking demonstration during the emergency feeding 
project, and attendance in leotures on the uses of 
medicinal plants. Among those who did not partieipate, 
the reasons given were lack of time due to work in the 
kaingin, distance from the barrio, laek of inform&tion, 
household tasks, and religious activities. All those who 
mentioned participation in any health proje6t,' were 
satisfied with their involvement due to the sense of 
cooperation imbued, health improvement, unity, and the 
prospects of preventing and managing illnesses. 
Decision Making in Health Care Project 
The respondents were asked how deeisions were made in 
the conduct of the health projeet by the eommunity, the 
health workers, the projeet nurse. From the eommunity's 
prespective involvement in decision making regarding 
health programs takes the torm of convening meetings to 
discuss projects with the other residents, the health 
workers and the project nurse. For the health workers, 
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the meetings served as the forum for decision making. 
Meetings were considered important because when the QOMMU- 
nity members are involved in planning and deeision making, 
there would be more cooperation in any undertaking. 
However, the residents felt that whatever decisions that 
were made should be transmitted to the community as soon 
as possible. 
Prospects for Community Participation 
Over one-half (55.5%) of the community residents felt 
that they can be of help to the health program through 
assistance in carrying medical supplies from the foot- 
hills, attendance of meetings, .nelping in building and 
feneing the clinic as well as participation in the income- 
generating project. However, over two-fifths (44.5%) did 
not know how they can be of help to the community. 
More than one-half of the respondents (56.5%) 'e 1. 
that community participation is important in any eommunity 
endeavor. They underseored the importance uf eooperation 
in ensuring the management of illnesses and the health of 
the community. The problems in elieiting community parti. 
cipation are attributed to lack of time due mainly to work 
in the kaingin, lack of unity among the residents, 
people's indifference, distanee from project site, laek of 
knowledge about the health program and projects, ignorance 
and illiteracy, and lack of rapport with the health 
worker. 
There is a great deal of eynieism coneerning the 
ability of the community to sustain the profiram once the 
project team pulls out. Only more than one tenth (17.0%) 
of the respondents felt that the health workers are in a 
position to treat the patients and improve the health of 
the population. The majority expressed their doubts by 
citing the passiveness of the recipients, the perceived 
incompetence of the health workers, the disunity of the 
community, the demands of the kaingin, and the inadequate 
supply of medicine in the health elinies. 
Suslainability of the Projeet 
More than one half of the respondents felt that the 
health workers eould sustain the health tasks that were 
charged to them by the community. The perceived areas of 
competence of the health workers were in the treatment of 
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illnesses (20%) thr figh the use of medicinal plants 
(25.4%) and in their ability to discuss about environmen- 
tal sanitation. Nearly one half though, could not 
specify the competent areas of the health workers. The 
weak areas include the treatment of tuberculosis, pres- 
cription of modern drugs, injection, wound dressing and 
management of the swollen parts of the body. Some 
suggestions to improve the health workers' services are 
for them to conduct more regular visits to the households, 
additional training to improve their leve] of competeney, 
particularly in the prescription, of medicine, and acces 
sibil ity to the users. The lukewarm attitude of the 
community to the health workers is evinced in only 17.3% 
wanting to participate in a community health program. The 
interest of those who wanted to participate was mainly 
focused on disease management such as medicine 
preseription, treatment of wounds, skin diseases, malaria, 
and injection. Despite this, the majority, (92.4%) still 
felt that the health workers should continue their 
services for illness management, prevention of specific 
diseases, medicine prescription and clean surroundings. 
NearJy a.fourth of the residents (24.1%) thought that the 
community can sustain the health program due Lo the skills 
of the health workers in preventive, eurative, and 
referral health care services. All that is needed is 
cooperation from the people. 
Clinical Assessment of the Community's 
Health Status 
Clinical re-examinations were conducted by the 
project medical consultant and the medical technologist 
among 211 members from the 78 baseline households to 
assess the changes in morbidity of the community after the 
implementation phase of the health program. Physical 
examination, fecalysis and malarial smear were done. 
The weight of the preschool children who were 
measured in the baseline survey was likewise conducted by 
the project nurse in May 1987 to determine any change in 
the nutritional status of young children. 
As shown in Table 6.11, there was a significant 
reduction in the prevalenee of specific illnesses from 
1985 to 1987 among the male and female subjects. However, 
there were significant increases in the oceurence of 
parasitism and dental caries. 
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Comparing the health conditions of the male and 
female subjects, it appears that the males in the commu- 
nity appeared to have marked- improvement during this 
period, particularly in the following illnesses: upper 
respiratory tract infection, skin diseases, anemia, and 
malaria. The females exhibited significant improvement in 
other nutritional disorders, goiter, and PTB. 
The positive changes in the Prevalence of diseases 
couid be attributed to medieal treatment, supplementary 
feefiing, health and nutrition edueation. On the other 
hand, the negative changes brought about by an increase in 
the prevalence of parasitism and dental caries might be 
attributed to poor environmental sanitation and health 
praetices and less emphasis on dental health eflu,cation, 
respectively. 
Table 6.10 
Highlights of the Assessment of the 
Health Program from the 
Community's l'erspective 
1985 1967 
Health Indicator (118) (145) 
Pereentage 
With water sealed toilets 
Using the bush for defection 94.9 83.4 
Using improved spring/well 24.6 20.7 
Burying and burning the garbage 31.3 55.6 
Of children dead in relation to 
births 46.2 23.4 
Wanting additional children 43.1 37.2 
Perceiving a high childhood 
mortal ity in the community 86.4 66.9 
Who delivered at home 92.3 62.0 
Cutting the cord with cogop grass 79.2 59.2 
With antenatal eare 10.4 
With delivery complications 47.8 36.0 
Mean age at supplementation (months) 6 5 
Perceiving that they can partici- 
pate in a program 
Feeling the importance of community 
participation 
Feeling the adequacy of health 
workers as service providers 
Percentage wanting to partieipate 
in a community health training 
program 
Feeling that the community can 
sustain the program 
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Percentage with no knowledge pf t111 
etjology of; 
Diarrhea 77.1 33.3 
Malaria 517 11.7 
TB 63.6 45.5 
Percentage 
Using a family planning method 5.9 19.6 
Using traditonal healers 92.0 18.0 
Utilizing the health workers 49.0 
Attending the ctinic 
of women bringing their Children for 
immunization 22.8 
Attending a health education program 57.2 
Awareness of the health workers 97.2 
Aventge frequency visit by health worker 4 
Perc!..pntage 




Prevalence of Specific Illnesses by 
Sex and By Year (Percentage 
of the Population) 
Illness Males Females 
Category 1985 1987 1985 1987 
Upper respiratory tract 
infection 70.4 45.8 29.0 23.0 
The results of the weight measurement of the 
preschoolers indicate that there was no marked difference 
in the nutritional status of the young children before and. 
after the implementation of the health program (see Table 
6.12). 
Skin diseases 59.3 22.0 31.3 23.7 
ParaEdtism 43.2 67.8 39.6 73.0 
Anemia 40.7 11.9 50.7 25.0 
Other nutritional disorders 38.3 6.8 64.5 26.3 
Caries 18.5 27.1 20.3 29.6 
Malaria 17.3 1.7 9.7 0.7 
Goitr 3.7 0 3n.1) 17.1 
PTB 2.5 0 11.5 3.9 
Gastroenteritis 2.5 1.7 2.3 1.3 
a 
Twenty eight children were not measured beeause they were 
ove raged. 
Evaluation of the Clinical Skills of the 
Table 6.12 
Nutritional Status uf Preschool Children 
(0-6 Years Old) in 1985 and 19137 
Village Health Workers 
The clinical skills of 30 (79%) out of 37 trained 
health workers were assessed by an external medical 
evaluator by utilizing interview and observation tech- 
niques. The skills of the health workers were assessed in 
the following areas: communication, diagnostic preserip- 
tion and preventive measures. The health workers were 
also evaluated in that knowledge of the uses and prepara- 
tion of herbal medicine. 
Communication Ski lis 
The majority of the health workers could (63%) 
adequately take the clinical history of their patients and 
make the necessary referrals for them. However, over two- 
fifths (43%) could not adequately record clinieal data 
while one-fifth were found tu be deficient in this skill 
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Assessment 
Skill Adequate Inadequate/deficient 
Pulse taking and d. 
weight taking 













a. Can mention medi.-e. 
cal treatment 
for the illnesses 
mentioned in 2.h 
h. Know how to prepare 




Assessment of Clinical Skills of Health 






Can not ade- 
quately iden 
tify the signs 







ledge of treat 
ment for ill- 
nesses in 2.e 
and in the 
treatment uf 
Vitamin A defi- 
ciency and 
endemic goiter 
Communication a. Clinical History b. Reporting of 








Pulse taking and weight taking were adequately 
demonstrated by tho health workers (5:5% in Umabang and 76% 
in Bailan). Temperature and bleed pressure taking/reading 
are higher psychomotor skills, se only 16% of the Umabang 
and 10% of the Bailan health workers could do these 
adequately. 
The majority of the health workers (56-100%) eould 
adequately identify the signs and symptoms of malaria, 
tuberculosis, skin disorders e ,wounds, ulcers, hoils/ 
abscess) and parasitism in their increasing order. How- 
ever, many of them (53-73%) were defieient in identifying 
the signs and symptoms of seabies, fungal infection and 
allergy. The signs and symptoms of malnutrition (PEM), 
anemia, upper respiratory tract infection and diarrhea 
could be adequately recognised by a majority of the health 
workers (76%). Only over one-third (36%) of them could 
adequately recognise the manifestations of urinary tract 
infeetion. Abdominal examination of a pregnant mother 
could not be demonstrated by any of the 11 trained tradi- 
tional birth attendants (hilot) because of the lack of 
willing subjects. Twenty-six health workers were 
requested to prepare mal aria] smears and around three 
fourths (76%) of them were able to do this adequately. 
a. Can extend health b. 
counseling servi- 
ces, in'the pre 
vention and control 
of illnesses 
mentioned in 2.b 
a. Adequate kriow- 
ledge of 1..he uses 
of herbal medicine 
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Table 6.13 (Cont'd) 
Assessment 
ki 11 Adequate Inadequate/defieient 
Deficient in 
knowledgu about, 
OPV, DPT, and 
BCG vaccines 
Prescriptive Skills 
Upon interview of the'DSBs, 43% to 76% of them could 
mention the medical treatment for malaria, skin disorders 
(wounds, ulcers, boils) and parasitism in their inoreasing 
order, while 63% to 60% had deficient knowledge of the 
treatment for scabies, fungal infection and allergy. 
Treatment for malnutrition (PEM), anemia, urinary traet 
infection and diarrhea in their increasing order were 
adequately known by 56% to 73% of the health workers. 
However, the majority (90%-100%) had inadequate/deficient 
knowledge of the treatment of Vitamin A deficiency and 
endemic goiter. The preparation of oral rehydration 
therapy for the treatment of diarrhea ((Oresol) was 
adequately known by a majority of the health workers 
(73). 
Preventive Skills 
Knowledge of preventives measures was deficient 
because the majority of the health workers (60-73%) did 
not know he uses of OPV. DPT and beG vaceines, in their 
increasing order. Health counseling skills were generally 
adequate among the majority of health workers along the 
line of prevention and control of malnutrition (PEM), 
anemia, skin disorders (wounds, ulcers, boils/abscess), 
diarrhea, upper respiratory infection and parasitism in 
their increasing order. 
Use of Herbal Medicine 
The majority of the health workers (60-100%) had 
adequate knowledge of the uses and preparation of herbal 
medicines as antihelminthios, treatment for skin ulcers, 
antidiarrheals, antitussives, antiseptics, antipyretics 
and antiinflammatory for boils/abscess. 
Project Nurse's Evaluation of the Health 
Workers' Participation in the Program 
Because the project nurse had a direet hand in the 
supervision of the health workers, she was asRed to come 
up with her own assessment of this group's participation 
in the entire program. The level of adequacy of health 
service delivery was divided into five categories: 
attendance in meetings, participation in training 
A. Attendance in Meetings 
Regular health workers' 
meetings with the project nurse 
Health workers' meetings with 
the Village Health Care 
Committee and the community 
B. Participation in Training Activity 
I. Clinic management 
2. Review session 
Retraining 
Nutrition education 
C. Delivery of Health Services 
I. In the health clinic 
2. In catchment area 
D. Other Health Related Activities 
Table 6.14 
Project Nurse's Evaluation of Adequacy 
of the Health Workers' Participation 





Participation in income- 
generating project 
Ligkage with RHU and other 
lowland agencies 
Inauguration of health clinic 
First anniversary celebration 
of the health clinic 
Legdership Qualities 















Most of the health 
claimed that the decision 
their own. The project 
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activities, delivery Of health services, other health- 
related activities, and leadership qualities. 
Based on the eval uation, over one half of the health 
workers were found to be adequately involved in income- 
generating activities (57%) and during the first year 
anniversary celebration of the health clinic (51.4%). 
Almóst one-half (49%) were observed to be regularly 
present in meetings. Participation during meetings, 
however, was minimal (8.1%), and this could probably be 
attributed to the basic shyness and reticence of the 
Mangyans. The leadership qualities are also wanting for 
only two health workers demonstrated adequate leadership 
qualities. Less than one-fifth (18.9%) were observed to 
be adequately delivering health services to the eommunity 
and only 3 (8.1%) were found to be satisfactory in their 
performance at the health clinie. The level of partici- 
pation in training activities was relatively low 29.7% 
for clinic management, 32.4% for nutrition, 18.9% for 
retraining and 13.5% for review sessions. 
As a whole, only 6 of the 37 health workers were 
assessed to have adequately partieipated in the various 
activities of the health program. 
Vil lage Health Workers' Assessment 
A total of 34 health workers--28 females and six 
males were interviewed during the evaluation phase of the 
project. The major topics covered in the interview are: 
the health workers' participation in the health program, 
training and retraining activities, health service 
delivery, participation in meetings, linkage with Rural 
Health Unit, and future involvement in the health program. 
Motivation in Joining the 
Health Program 
Over one half (20 out of 36 or 58.8%) of the health 
workers volunteered to gain some skills in treating the 
sick. Over one-third had personal as well as altruistic 
reasons, i.e., to be able to help their own families as 
well as other sick Mangyan. 
workers (14 out of 36 or 41.2%) 
Lo become volunteers WW; solely 
nurse was eited by seven health 
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workers as the person who influeneed them to become health 
workers. The rest mentioned other oommunity residents, 
the village headman and their spouses. 
When asked what their functions or duties were as 
health volunteers, the main answers given by the majority 
of the respondents dealt with the extension of curative 
services, visitation of households in their eatchment 
area, and teaching of older household members about 
illness management. 
Twenty-one health volunteers (61.8%) appeared to he 
still actively involved with the health program during the 
evaluation phase. Nine claimed that they were DO longer 
participating in the program at the time of the evalua- 
tion. Among the reasons they cited were the distance of 
the health workers' house to the households in their 
catchment area, work in the kaingip farm, reeent 
childbirth, no sick client, disapproval of the spouse, and 
complete loss of interest in the project. 
Participation in the Planning and 
Implementation Phases of the Program 
There were 20 (58.8%) health volunteers who partici- 
pated in the planning phase of the health program. Nine 
recalled attending the planning meeting of the community 
and participating in the selection of the health 
volunteers while four cited active participation in the 
community deliberation about the health program. 
Of the 14 respondents (41.2%) who claimed non- 
involvement in the planning phase, only five recalled that 
they joined the project when it had already started; the 
rest had no explanation or answer. 
The majority of the respondents stated that they 
participated in the implementation phase of the project by 
attending the meetings with other health. workers and the 
project nurse. Ten recalled that in such meetings, the 
project nurse informed them about the immunization 
schedule of young children. They responded to the project 
nurses' announcement by either personally or through 
intermediaries informing the households with presehoolers 
in their catchment areas about the scheduled vaccination. 
Eight stated attendance in meetings but cl id not partici- 
pate in the decision-making process while six reealled 
active involvement in decision-making as to what aetivi- 
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ties would be undertaken by the health program. Four 
health workers specifically pointed out that they had a 
hand in the discussion of the sale of the braeelets and 
handwoven skirts for the income-generating project. 
Initial Training and 
Retrajning Activities 
The majority (25 out of 37 or 73.5%) of the health 
volunteers claimed that they participated in the initial 
training and retraining sessions of the health program. 
Eighteen (52.9%) saw no difference in these two training 
activities because in both sessions, they were taught the 
uses and preparation.of herbal medicine and the medium of 
instruction was in Tagalog. .Only five health workers 
thought that there was a difference between the two 
training workshops because during the first training, the 
types of illnesses and their corresponding management were 
not thoroughly discussed or explained; there was also a 
lot of writing or note-taking. 
Ten health volunteers recalled that the use of visual 
aids was the most effective teaching method that was 
utilized by the trainors. ix respondents cited the 
content of the training program, particularly the emphasis 
on the uses of herbs for eertain types of illnesses and 
simple curative techniques for eommon illnesses, as the 
most effective approach adopted by the training prog,ram. 
The least effective methods as recalled by only nine 
health volunteers involved writing down of so many items 
in their notebooks, diffieulty in eomprehending Tagalog 
which was the medium of instruction (preferenee was for 
the Hanunuo Mangyan 1 anguage) and the unpleasant remarks 
made by one trainor when the trainees would eommit 
mistakes or give the wrong answer. 
Six health volunteers (17.(4) thought that all the 
methods adopted by the trainor or the projeGt nurse in the 
retraining were effective; four eited that the trainor was 
more pleasant, that visual.alds were still utilied and 
they appreciated the ,approaeh in teaehintr the uses of 
herbal plants and their preparation for medieation beeause 
thesc were written in the Hanbilho Mangyan seript. The 
emphasis on the uses of herbs for the treatment of eomon 
illnesses was to four health volunteers most useful while 
the thorough discuss ion of the treatment of diarrhea, 
cough, PTB, and malaria was the most effective to three 
othex health volunteers. 
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The majority found no ineffeetive approach in the 
retraining session. 
The health volunteers were asked to give an assess- 
ment of their level of understanding of the following 
topies that were covered during the first training and 
retraining sessions: (1) primary health care; (2) mater- 
nal eare: (3) child care; (4) family planning; (5) nutri- 
tion; (6) lung infection/tuberculosis; (7) diarrhea; (8) 
parasitism/intestinal worms; (9) malaria; (10) skin 
diseases; (11) simple curative treatment; and (12) herbal 
medicine. 
In the first or initial training in December 1985, 
the majority of the health volunteers had difficulty in 
comprehending six of the 12 foregoing topies, particularly 
primary health care, nutrition, tuberculosis, skin 
diseases, malaria, and maternal care. Close to half (15 
of 36 or 44.1%) fully understood the lessons on diarrhea 
while a similar number fairly grasped the topics of simple 
euraLive treatment and herbal medieine. 
In the retraining, whieh took plaee one year after 
the initial training, the level of understanding signi- 
ficantly improved for the health workers expressed full 
comprehension of the topics on child care, family 
planning, diarrhea, parasites/intestinal worms, and herbal 
medieine. One-half also claimed rull understandinrf ef the 
etiology and treatment of tuberculosis/lung infection, and 
skin diseases. The majority fairly understood primary 
health care and maternal care while two-fifths comprehen- 
ded nutrition and the causes and treatment of malaria. 
The exposure to the different illnesses and their manage- 
ment during the year as well as the more informal 
atmosphere during the retraining sessions could be some of 
the factors that oontribute to the much improved under- 
standing of the various topics covered in the workshop. 
The health volunteers thought that all the topies 
covered in the first training and retraining workshops 
were essential to their tasks as health providers in the 
community. They, however, recommended that training 
regarding the prescription of modern drugs, immunization, 
and the procedures of referring or bringing a patient to 
the lowland health faeilities should he added to both 
training activities. Although each trainee was provided 
with a training manual on primary health care, eight 
expressed the need for a book that could serve as a 
permanent reference' in treating the siek. 
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As to the method of teaehing, the majority articula- 
ted that the medium of instruction that should be utili2ed 
should be the Hanunuo Mangyan language for easier and 
faster comprehension of the various topics that were 
covered. As to the length of the training, ten health 
workers suggested that the duration of the training should 
be two weeks, at three to four hours of elassroom and 
praclical activities per day, Seven thought that the 
training should be around ene mentli. 
Field Exposure to Health 
Care Delivery 
More than half of the health volunteers expressed 
difficulties when they first started as health providers 
in their respective catchment areas. They eited diffi- 
culty in recalling the lessons that were taught Lo them 
and this handicap was more salient among those who could 
not read or write. A few health werkers felt that the 
households assigned to them did not trust them for some 
were not cured with the herbs rtmL they pr.:;,.,iht!d, and 
prefcrred to use modern drugs like tablets Or pills than 
herbtli medicine. 
Eleven (32.4%) health volunteers eoped with their 
initial difficulties by reviewing what they had written in 
their notebooks, or by consulting other health volunteers 
and the project nurse. Seven health workers (20.6%) 
simply kept their difficulties to themselves and avoided 
visiting the households in their catchment areas because 
of their inability to answer the questions of their 
clients. Three volunteers said that they just sent the 
sick from their catchment areas to the clinic for modern 
drugs. 
More than one-half of the health volunteers reported 
having experienced some difficulties in extending both 
curative and preventiVe health care services during the 
year. In curative health care services, nine did not know 
how Lo treat patients who vomitted blood or who had acute 
tuberculosis while eight had difficulty in dealing with 
severe cases of stomachache, diarrhea, intestinal worms,. 
headache, fever, and upper respiratory tract infection. 
For preventive health care serviees, the problem expressed 
by the health volunteer was the inability of the house- 
holds in their catchment areas to apply the things that 
the health workers taught them partieularly eleanliness 
and proper prevention of illnesses. 
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Most of the health volunteers coped with the 
difficult cases by referring their patients to the health 
clinic to procure modern drugs or tablets and to see the 
project nurse. Others sought assistance from the know- 
ledgeable health volunteers in their village. 
The top fi ve illnesses that health workers claimed 
they could treat are headache .(27), fever, diarrhea, 
stomachache and scabies. On the other hand, they stated 
that they were unable to treat tuberculosis, swelling of 
the different parts of the body, vomiting, severe cough, 
and malaria. 
In the past year, the most common health problems or 
illnesses brought to the health workers for treatment were 
fever, headache, diarrhea, scabies, cough, eolds, wounds, 
and malaria. 
Only 13 health volunteers (38.2%) articulated that 
their experience in curing or treating client households 
who were ill had. contributed. Lo their effectivity as 
health workers in the community. 
Sixteen health volunteers (47.1%) had expressed some 
difficulties in participating in the health care program 
at the time of the evaluation. The major reasons cited 
were conflicting obligations aG home and at work in their 
kaintlin or swidden farm and poor relationship with the 
households in the catchment areas which often resulted in 
non-eompliance what with was imparted by the health 
workers. Three illiterate health workers, felt 
handicapped in their health eare tasks because of their 
inability to read and write. 
Of the 16 (47.1%) who mentioned current difficulties 
in health care delivery, only fi, ve (31.3%) attempted to 
give some solutions - three theught of getting more 
traLling by studying eertain types of illnesses while the 
two illiterate health workers would ask the assistance uf 
their literate son or daughter to read and write some 
mateials for them. Four 1m..1 h wurker (n.1%) chuse ro 
withdraw from their difficulties by stopping Lo visit the 
huus-:!holds in their catchment areas OP by simply keepiug 
thel problems Lo themselves. 
with Client Households 
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Perceived Changes in the Health 
Practices in the CatchMent Areas 
A majority of the health volunteers (56.3%) perceived 
that some changes had taken place in the health praeLiees 
amonc the families in their eatehment areas. The health 
workers noted that the households assigned to them have 
learned to start eleaning their houses and surroundings 
while other families have started to bathe regularly or to 
clean their bodies. Only two health workers speeifically 
cited that the households that were assigned to them have 
alrehdy constructed and utiliv,ed toilets. 
Assessment of the Health Worers' 
Relationship with Others 
The health workers were asked about their level oí 
satisfaction regarding their relationship with the project 
nurse, other health workers, and the families within their 
eatehment areas. 
The majority (67.6%) of the health volunteers appear 
to be satisfied with their relationship with the projeet 
nurse. Close to une half (47.1%) perceived the project 
nurse as a good teacher for she taught them about health 
and illness management and she had been helpful Lo them in 
carrying out their duties as health providers. Eight 
health volunteers, however, are fairly satisfied with the 
project nurse for they felt embarrassed or shy to ask the 
latter on topics that were already taught to them or to 
seek for her assistance in their problems. 
The relationship with other healthvolunteers appear 
to be also satisfactory to the majority of the respond- 
ents. Most of the satisfied health workers perceived 
their co-workers to be quite kind and helpful in solving 
some problems that they had encountered; a few enjoy the 
company of the health workers whenever they get together 
for weetings. 
Satisfaction of the Health Workers 
The level of satisfaction of the health workers with 
their client households appeared tobe more varied--14 
expressed satisfaction with the families that they were 
serving while 12 (35.3%) health volunteers expressed dis- 
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satisfaction; only 10 (29.4%) were fairly satisfied. 
The major reasons cited by those who expressed satis- 
faction with the households that were assigned to them 
cited the cooperative spirit and enthusiasm of the 
families in learning the various health care technique 
that the health workers tried to impart. The reasons for 
digsatjefgetjon, on the other hand, incl d 1 u-e ,ow credi- 
bility of health workers among their client families, 
little cooperation extended to them by the families 
assigned to them and non-compliance of many households 
with the advice given by the health volunteers. The 
inability of the health volunteers to visit the client 
households or the difficulty of finding the health worker 
at home due to their work in the farm were the other 
reasons for the perceived dissatisfaction of their 
relations with the families in their catchment areas. The 
reasons extended by those who were fairly satisfied with 
their households are similar to the reasons given by those 
who are dissatisfied with their client households. 
However, not all the families assigned to Lhhm (lid not 
follow what they attempted to teaoh them partieularly in 
the areas of cleanliness, uses, and preparation of herbal 
medicine. 
Meetingg 
The health volunteers were asked to recall the number 
of times during the past year when they had meetings with 
the project nurse, with their co-health workers, and with 
the families from their catchment areas. 
Around one-fifth of the workers claimed that they 
could not recall the number of times they met with the 
project nurse. The weighted average number of times they 
met was close to six. The major reasons for the meetings 
with the project nurse were to discuss the immunisation 
schedule of the preschool children, training activities, 
curative services, use of herbal medicine, the opening of 
the health clinic, growth monitoring of young children, 
coordination among the health -workers, and discussion 
about the use of modern medicine. 
The majority claimed that they had hever met with the 
other health workers in their village by themselves nor 
were here meetings between them and the families in their 
catchment area. 
Decision-making Pattern Regarding 
Health-related Activities 
The respondents were asked whether they knew how 
decisions were arrived at by the health offieials, the 
people in the community, and the volunteers on health 
related matters. 
Over half of the respondents did note know how the 
officials of the village health care committees reached a 
decision on issues related to health ; only around one 
fourth claimed that meetings, were held before any deeision 
was made. Most of the health volunteers, on the other 
hand, perceived that the people held community meetings 
and the decision of the majority waFJ carried out when 
certain health matters were raised for their deliberation. 
The health volunteers' decision-making mechanism was 
coursed through meetings among themselves and with the 
project nurse. They expressed that meetings were their 
avenues to discuss their rifeds so that everyone would know 
and understand their eoneerns as a group. Deeisions were 
made by the majority on whatever issue was raised. They 
artieulated that group decision ww-_-; neeessary so that no 
one will be blamed of whatever outcome which may come out 
from it. Around one-fifth of the health workers, however, 
artieulated that in such meetings, the projeet nurse 's 
decision on certain health matters was often aecepted or 
carried out bec ause they pereeived the projeet nurse as a 
leader who was familiar with the health program. 
The majority believed that the partieipation fif the 
people in the community is essential for the health volun- 
teers to perform their duties and tasks. They elaimed that 
with,Jut the people's involvement, nothing will be aueom- 
plished, there will be no one to apply the health skills 
that were acquired by them. 
Management of the Health Clinic 
Over two-fifths elaimed partieipation in the opera- 
tion of the village health el miles Prior to manning their 
vill)ige health clinics, .the same number (46 %) of health 
volunteers stated that they recei ved training on elinie 
management, particularly in proeuring the patient's blood 
pressure, temperature , pulse rate and administration of 
seleeted over-the-counter drugs sueh as analgesie and 
aspiin. One-third elaimod that they reported to tho 
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health clinic at least once a week. Three health workers 
clailned that they seldom manned the clinic. 
The major responsibilities perceived by the health 
workers who operated the elinies include opening and ma1i 
ning the village clinie, prescription of modern drugs, and 
preparation of malarial smear whenever necessary. 
One-fifth (20.6%) of the health workers stated that 
they encountered some problems in operating the viihIge 
health clinics. The diffieulties were insuffieient 
quantity of medieine, uneertainty or inadequate knowledge 
of what drugs Lo prescribe to patients, and the absence of 
the person who held the key to the medieine eabinel:. The 
last reason had oecurred a few (around five) times and 
this had inconvenience the assigned health worker id the 
patients. 
The clinic watchers solved their problems by discus- 
sing them with the projeet.nurse and during meetings. 
During these oonsuitationf; the f7alion of thoir diffiotfl 




Around one-third of the health worker-s ()pined that 
only few people were utiliing the vi.! lago health elinie 
because the clinic often rhn eut of medicino or the 
medieine needed by the patient is often unavailable. 
Only less than one firth of the health volunteers 
pereeived that many eommunily eesidents utilHed tho 
serv$ces of the elinies and the most often mentioned 
response was that the elinie wat; a major ,uroo or drugs 
particularly tablets which appear Lo be more preferred by 
the elients. 
Linkage with the Rural Health QtriA. 
After the first training that was conducted by the 
RHU nurse and midwife in their community, most of the 
heallb workers no longer had personal eonthet with them. 
Ooly over one-fourth or ton health workers iaimed 
meeting the two trainors after the initial eontaet. Two 
claimed that they saw the RHU nurse when they brought a 
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Mangyan resident who was sick, four went to see the 
midwife to ask for medicine while the same number recalled 
seeing the midwife during the training for birth 
attendants. 
Around one-fourth claimed that they had patients from 
their catchment areas whom they immediately referred to 
the Rural health Unit for treatment because of some 
difficulty in treating them at the health clinic. 
The few health volunteers who had direct dealings 
with the RHO found the personnel quite aceommodating and 
helpful. 
Almost one-half uf the health volunteers tho6gCit that 
they were in a position to aecompany or bring a patient 
for assistance to the RHU beeause some of them already 
rece ived referral training from the project nurse. The 
majority also thought that they eould approach the RHO for 
medicine and other supplies and fer training requirements 
on health-related topics fer their community. 
Overall Satisfaction on the 
Health Care Program 
The majority of the health volunteers expressed 
satisfaction in their participation in the project. Having 
assisted many people ,and having acquired many health 
skills are the two most eommon reasons for the 
satisfaction. 
Prospects for Future Invelvement 
of He,alth Volun-teers 
More than one-half 0)6%) uf the health voiunteer:.4 
categorically stated that they planned to eontinue serving 
the community as health workers even if the DLSU project 
team would no longer be around. Around one-fifth (7) 
claimed that they would like te help their community 
because they pereeived that Fi ealth workers are of great 
service to the area. A few (4), however, expres:4ed the 
desie to serve for personal gains, i.e., Lo continue 
receiving free medicine. Only two articulated that they 
want to utilize their knowledge in treating the the 
same number artieulated their intention of maintaining and 
impr)ving the health elinie. 
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One-fifth (7) of those who stated that they no'ionger 
intead to continue serving as health workers aftev the 
project team pulls ouL from the community expressed 
incapability or lack of eonfidenee in treating their 
patients on their own, i.e.. they might teaeh their 
clients the wrong thing or prescribe the ron modieine. 
Over one-half (FA.9%) of the health volunteers also 
believed that even though the DLSU team would not be in 
the community anymore the people would still eontinue 
utilizing the services of the health volunteers. Around 
one-fifth (8) thought that the health volunteers are of 
great help to the community, for they know how to treat 
the sick, they work hard to be of serviee tu the eommunity 
and they are accessible to the residents. 
Over one-third (38.2%) of the health volunteers 
opined that their co-workers would continue manning the 
health clinic while around two-fifths (40%) gave a 
negative answer; one fifth, however did not know the 
answer. Four of those who gave a positive answer reasoned 
that the continued operation of the elinie meant a regular 
source of medicine or a permanent pl.'-;e for medieal 
treatment, i.e., when herbal medieine are no longer 
effective, the health elinie ean he a place tu tUrn tu fOr 
modern drugs. Three opined that the health workers will 
continue manning the elinie so as not Lo put moneys 
medicine, and efforts invested in the health program to 
waste; only two thought that the health elinie would 
continue to be operated because sume of their co-workers 
had training in managing this facility. 
Five of those who perceived that their co-llealth 
workers would no longer continue to man the health clinic 
claiffied that nobody wanted to manage the clinic for the 
following reasons: the medicines were always locked up in 
the cabinet which implied that they were not readily 
available to clients; clients only utilise the elinie 
whenever they need modern drugs; and health volunteers are 
busy in their kaingin farra. Four stated that only one 
person actually operated their health elinie so it was not 
neeessary for the others Lo operate it. 
Suggestions of how to mobilise other residents for 
health care delivery were elieited from the health 
workers. Around one-half uf the health volunteers gave 
their opinion about how other people who are not involved 
in health care delivery could be mobilised. Among the 
suggestions given were : (a) teach or advise other 
Table 6.1b 
Highlights of the Assessment of the Barangay 
Health Volunteers 
Percentage Females 
Motivation to gain skills 
in the treatment of illnesses (%) 
Most effective content of 
training program 
Problems in training 
Lessons understood 
Areas with difficulty in 
learning 
Percentage with difficulties in 
preventive and curative care 
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Percentage who joined on their 
own volition 
Major functions perceived 
Percentage still active 
Percentage participating in the 
planning phase of the program fa3.8 
Percentage participatory in 
training and retraining 73.!:) 
Uses of herbs and 
management of ill- 
nesses 
Use of Tagalo as the 
medium and writing 
down a lot of items 
Diarrhea, eurative eare 
hnd herbal medieine 
Primhry health eare 




(PTB, severe cases of 
diarrhea, parasitiF1M 
and upper respiratory 
traet infection) 




Table 6.15 (Cont'd) 
Illnesses which respondents 
could not manage 
Percentage with difficulties 
in participating in the 
health care program 
Reasons 
Percentage perceiving changes 
in the health practices in 
the catchment areas 
Percentage satisfied with their 
relationship with the project 
nurse 
Percentage dissatisfied with 
client households 
Average number of meetings with 
the project nurse 
Percentage participating in the 
clinic operations 
Percentage who have linked with 
the RHU 
Percentage intending to serve the 
community at the end of the 
project operations 
Percentage feeling that people 
would still utilize the health 
volunteers 
47.1 
Work obligations at 
home and the kaingin, 
negative attitude of 
households in catch- 
ment areas and in- 











N =. 34 




residents about cleanliness and prevention of illness; 
(b) treat them when they are ill; (c) invite them in some 
project activities or persuade them about the benefits 
derived in extending health care services to the 
community. 
Assessment of the Village 
Health Care Committees 
Twenty one out of 26 officials of the village health 
care committees were interviewed during the assessment 
phase. They were asked to describe their duties or 
functions as committee officials, members, why they became 
involved in the committee and how they participated in the 
program. They were also asked to assess how their 
committee was able to assist the health program , their 
perceived problems regarding the tasks of the committee 
and what the committee could contribute to improve the 
health condition of the people in the community. 
Perceived Functions or Duties of the 
Villaft Health Care Committee (VHCCI 
Over two-fifths (42.9%) of the VHCC officials articu- 
lated that they did not know or could not recall their 
functions or duties in the committee. Six explained that 
their function was to coordinate or contact the people who 
would assist in hauling or picking up the medical or food 
supplies from the foothills to their upland communities. 
Two members claimed that they personally helped the health 
program by getting the supplies themselves from the low- 
land. Four respondents, however, claimed that they were 
officials of the entire committee and were in charge of 
undertaking health-related projects. 
Reasons for Joining the Village Health Care 
Qommi.ttet and Mode of Participatip4 
in MktUIti Pro,ject 
The majority of the members claimed that they joined 
the committee because they were elected or chosen by the 
people in their community. 
One-third of the respondents stated that they parti- 
cipa.ted in the health program by attending meetings while 
close to two-fifths helped in semo tasks in the program 
either by eontaeting other residents to attend eommunity 
meetings, carrying medieal supplies from the lowland., or 
picking up the materials themselves and bringing them Le 
the upland area. 
One-half of the members pereeived that they had 
actually helped the health program by pieking up the 
supplies from the lowland themselves. Only two eited 
attendance in meetings as their eontribution to the 
program. 
Pereeived Problems of the Village 
Health Committee Members 
The majority (71.4%) elaimed that, their eommittee Fiad 
problems in fulfilling their tasks. The most eften eited 
problem was the refusal or inability of other residents 
and even sitie officials Lo help the eemmittee piek or the 
health supplies from the lowlands. 
Over one-half (57.1%) offered some suggestions as te 
how the village eommittee eould help imptAtve rhc health 
status of the people in the area. Eight (3.1%) uf these 
respondents suggested teaching the people about the 
impertance of unity, health, eleanliness and disease 
prevention. Only four (19.0%) suggested helping the health 
volunteers by informing them about the people who are. sick 
in the community. Two respondents (9.5%), however, were 
pessimistic about any improvement in the health program 
because they perceived the people in the eommunity to be 
quite stubborn. 
Assessment of the Health Program by 
the Rural Health Unit Staff 
Four staff members of the Rural Health Unit in the 
municipality of Butalaeae were interviewed to clieit their 
assessment of the health projeel. They Ywri: eenstituted by 
three midwives and one sanitary inspeetor. The age range 
of the midwives was from 30 to 418 and the rural sanitary 
inspector WIS 50 years old. The rural health midwife who 
the officer in eharge has been in publie health service 
for 29 years while the twe others have been in servjee for 
three and five years, respeetively. The the sanitary 
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inspector has been with the health program for 19 years. 
Most of their work experiences were in Mindoro. The 
average monthly salary of the midwives was V1,000 while 
the sanitary inspector had a lower rate of V813. The major 
tasks of the midwives include olinic work, prenatal care, 
responding to emergeney ealls and referrals, monthly 
immunization, prenatal eare, operation timbang, attendance 
in monthly Barangay Health Workers' meeting, monitoring of 
under the six years old children, and conduet of the hlot 
or birth attendants' training. The sanitary inspector 
takes care of the surroundings, toilets, factories, 
eateries, the health education seminars, and ' vital 
registration. 
The clinic is equipped with hospital beds, medicine 
cabinets, examining table, vaeeine ehests, delivey tables, 
weighing scales, a mieroseope, and steriliers. The eatch 
ment of the RHO includes 15 barangays with a population of 
20,000. Two barangays are populated by Mangyans (Binli and 
Cabugao) and the rest by non-Mangyans. The major outreaeh 
programs included Primary. Health Care (Wive Impact 
Program), Expanded Program in immunization, Family Plan 
ning Nutrition, Hilot/BHW Training, Operation Timbang, 
Botika sa Barangay, Nutrition and Food Annintanee Program. 
Knowledge and Awareness of 
Participation in the ReSeareh 
Project 
The midwife who served as the offieer in eharge of 
the Rural Health Unit was approaehed by the project staff 
to inform her of the projeet and to eoordinate with the 
unit on specific activities nueh as immuniation and 
referral. The second midwife ha:; vinited the pyojr.k.:J area 
three times - for the dinnemination neminar, the training 
and nupervision of the health workers. The third midwif 
was present at the RHU when iniiial linkage was made by 
the project staff. The nanitary tnnpeetor was invited to 
the project site a few times and han vinited the C(Jr 
the environmental t;anitation eampaignn. malarial :4pray, 
and ioilet installation, 
YAW Involvement in the Prodeet 
Within the primary health eare f amewoa, the Rural 
HoalJh Unit (through the midwire) wan involved in the 
training of traditional hirth allndantn among ibe II t':' 
Mang:'an health workern in a two !-;11,.)r 
0.44 
l98(i. Earlier in Deeember M35, the midwife participated 
as trainor in a two-week training program fi the heaith 
worhers on the delivery uf primary health eare serviees. 
The RHU's involvement in the projeet was in the form 
of monthly immunization throuL;h vaecine distribution to 
the project nurse, training on preventive health care such 
as environmental sanitation, food handling, immunization, 
proper use of toilet, deworming, sending the malarial 
spray team from the provincial health unit, toilet 
conf;truction where 40 toilet bowls were sent Lo Bailan and 
Umabang and water inspection for preventive services. For 
curative services, referrals from the projeet were 
attended by the staff. Lectures were given un herbal and 
modern medicine. Delivery assistance was given to 
patients. The treatment of patients who were referred to 
the RHU was earried out by the team. For promotive 
services, lectures were delivered on family planning 
methods, promotion of breastfeeding and immunization. 
Likewise family planning methods (pi lis and condoms) were 
provided as well as free milk dnriw vhe tqlwrojwy reediw 
project. Medicines were also donated to the projeet 
Perception of the Training Program 
In terms of content, the staff perceived that the 
training was adequate although it was felt that more 
audiovisual materials could elicit the interest of the 
trainees. Considering that this was the first time that 
they were exposed to the rudiments of training a Mangyan 
health Worker, more time should have been given to them to 
digest the contents of the materials_ They added that 
refresher courses should have been provided to them. 
The staff seemed Lo be pleased with the health 
development of the community, particularly the increase in 
the immunization level, malarial spray that redueed the 
incidence of malaria and the construetion of teilets. A 
decline in illness incidence was also pereeived. There 
was likewise a reduction in malnutrition due Lo food and 
mi lb supplementation as well as training in food prepara 
tion. Skin infection prevalence was also wited to have 
deelined' due to proper hygiene and sanitation. IL was 
sugeested that monitoring of health status and inputs 
should be undertaken by the Mangyan health workers and 
these should be sent to the RHOs. Reinforcement on 
environental sanitation should also be undertaken. 
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A referral system has been set up sueh that the 
Mangyan health workers will refer diffieult eases to the 
RHU who in turn, will refer them tu the hospital in Roxas 
or Cqlapan if necessary. The perceived problem was finan- 
cial in terms of the transportat ion fare or purehase of 
medieines. The RHU staff felt that more emphasis on 
preventive health care should be given te the Mangyan 
health workers training. They perceived that the problems 
in promotive health care were due to the tack uf interest 
on the part of the Mangyans, their traditional beliefs and 
practices, and side effects of family planning pills and 
immunization. They added that efforts need Lo be directed 
toward dispelling traditional beliefs and praetiees. The 
need to place more emphasis on preventive and promotive 
care, (such as operation ti_mbang, meaniori weight measure. 
ment) immunization, environmental sanitation, recruitment 
of family planning acceptors and eurative eare in the form 
of drug dispensing, referrals and illness reporting) was 
stresed by the RHU staff. The perceived. problems raised 
by the staff regarding the health service delivery of the 
Mangan health workers were finaneial. inadequate 
lack of incentives and supervision by medieal !1,rt: and 
the distanoe of the houses in the catchment The 
propesed solutions feeused mainly un Ole provisin "r 
incentives particularly clothes and money, supervision, 
and medical supplies. 
Linkage between the RHTa nd Hanuneo 
Mangyan Village Health Workecs 
The RHU personnel claimed that, the linkagc between 
the RHU and the health workers was actually initiated 
during the first training in the upland community. Sinl,:e 
then, the RHU has been receiving referrals from the pro- 
ject nurse. They had al so provided the health program with 
medieine and powdered milk. 
The perceived major diffieeity of the RHII staff is 
the health unit's distance from the arca which makes it 
inaceessible to the eommunity. They saw a need te 
strengthen the present linkage between the RHO and the 
Mangan health workers because of this difficulty. 
Since il .:,ne DOH intends tt tra in moreorkers h alth w 
from their municipality by I 9jO Lhey expected rhl. the 
present cadre eould be rurther reinfored. However, the 
RHO staff expects more community partleipation in health 
servces delivery. It 1s felt that training the Mangyan 
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health workers would foster less dependence on the PHI). 
The sustainability of the projeet hinges un appropriate 
monitoring and supervision and on incentives that would be 
extended to the health workers. 
After the implementation.phase of the project, an 
evaluation of the health program with the use of the 
following approaches - the household survey, personal 
interviews with health workers, personnel of the Rural 
Health Unit, and the officials of the village health care 
committees, clinical assessment of households, and skills 
assessment of the health workers. 
The findings showed slight implevement in 
environmental sanitation facilities, reduetions in ehild 
mortality, miniseule improvt2Hwr)L in delivery praetices and 
increased knowledge of the etiology of illnesses. Manage 
ment of diseases r:ontinued to he largely traditional rind 
many households utilize the boa 1. elinie and 'health 
workers for curative purposes. 
It was noted that the prevaleni-:e of illnesses 
particularly upper respiratory treact infection. skin 
diseases, anemia, malaria, and PTB was reduced. However a 
high prevalence rate of parasitism was observed. The 
youn:4: childrens nutritional status had not shown any 
marked improvement before and after the assessment. 
Most of the health workers joined the health program 
to gain skills to treat illnesses. The health servi ces 
hey often del ivered were curative. The majority elaimed 
participation in the planning of the health program and 
were actively providing services at the time of the 
assessment. In the initial training on primary health 
care, the health workers found the laos on herbal 
medicine and the management of illnesses most useful. 
Their main difficulties in the initial training were in 
the use of Tagalog as the medium of instruetion and in 
writing down or notes. The health worl(ers appeared to 
ha ve easier comprehension of the lessons in t-e retraining 
largely because their expoure to the delivery sd7 
health care serviees 
The ht7.,..alth ,,,1_,Q...h.L;f-f.; Lhey If lw/t1;.tge AID 
heada,-he, fever. diarlh-1, ii. 
and scabies but elaimed 1.$) have difficulty in 
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treating PTB, swol len parts of the body, malaria, and 
vomitting. Clinic management was not regularly performed 
and direct linkage with the RAU was praetieally absent. 
The main problems faeed by the health volunteers in their 
wori- demands at home and in their swidden farms, illi- 
teracy, and uncooperative householde in their eatehment 
arehs. They were generally satisfied with their involve- 
ment in the health program and most were willing to 
continue serving the eommunity even after the projeet team 
would leave the area. 
The officials of the village health eare eommitteee 
did not have a cleareut delineation of their funetiene and 
they thought that their major task was to carry health 
supplies from the lowlands. 
The staff of the Rural Health Unit., on the other 
hand, perceived the pro ject positively and undereeored 
their participation from the training to program 
monitoring. 
The majority of the health werkere were aesessed to 
be 4dequately skilled in eome aspeets of eomunieatien 
(clinical history and referral skills), diagnoetie (j e. 
pulse taking, weight taking, identifieation or the 
symptoms of malaria, PTB, skin disorders, parasitism 
diarrhea, upper respiratory tract infeotion, and 
preparation of malarial smear), and preeeriptive skills 
(i.e., they can cite treatment of the foregoing illneest:e, 
can prepare ORESOL). They can al so extend health 
counselling in the prevention and oontrol of illnesses and 
has adequate knowledge of herbal medicine. They were, 
however, defieient in some areas such as reporting of 
clinical data, temperature taking and Hoed preeeure 
taking, identifying symptoms and treatment of seabies, 
fungal infection, allergy) urinary traet infection and 
knowledge of immunization. Based on her praetical 
experienee with them, the project nurse assessed a lower 
degree of adequacy of service delivery and leadership 
qualities among the health workere. 
Chapter Seven 
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
The late 1970s witnessed a transformation in the 
orientation and substance of health programs from a purely 
curative approach where the concern was for etiology and 
the problems were isolated to a coherent whole, both 
sectoral and intersectoral, that emphasizes the pre- 
ventive and promotive aspeets of disease prevention and 
control. The new philosophy is geared on the premise that 
people with health needs but scarce financial resources 
can get proper care if they are sufficiently mobilized and 
trained with appropriate support at the intermediate level 
as well as the more specialized referral services. Each 
culture has certain fundamental structural features and 
activities where health exists as a body of more or less 
systematically articulated beliefs andvalues concerning 
illness, its prevention and its cure. This ideological 
and value system supports their traditional institutions, 
health provider and recipients relationships, roles and 
behaviours, as well as activities that taken together 
constitute a special segment of the social system. With 
this recognition, the De La Salle University Research 
Center, with funds provided by IDRC, embarked on a health 
operations research aimed at demonstrating the feasi- 
bility and effectiveness of a culturally appropriate 
health program that involves the community in the 
provision of preventive, promotive, and curative services 
in a Hanunuo Mangyan community in the uplands of Oriental 
Mindoro province. One Hanunuo Mangyan community, Barangay 
Binli, Bulalacao in Orienta] Mindoro was chosen elected 
for the study. The project was divided into three phases: 
(1) an initial phase of baseline information procurement 
to determine the existing health situation, the health 
resources available, the health seeking behavior, and 
beliefs concerning illness; (2) a second phase of program 
formulation and implementation; and (3) a. third phase of 
program assessment or evaluation. 
The baseline data eollection was undertaken on the 
health service providers and the community. Four tradi- 
tional healers were identified and their perceptions of 
disease management and etiology were elicited. It 
appeared that these perceptions and management remained 
conventional than scientific. The elinical examination of 
houstihold members revealed the existence of a number of 
health problems which were mainly infectious and communi- 
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cable - upper respiratory infection, skin diseases, para- 
sitism, malaria and nutritional anemia. Environmental 
facilities were wanting with most of the households using 
the bush for defecation and open springs and streams for their water supply. Waste disposal was mainly done by 
open dumping of the garbage. In a society plagued by high 
infant and childhood mortality, it becomes logical to note 
a high pregnancy level - an average of seven out of which 
an average of five children were born alive. The high 
degree of pregnancy wastage may be attributed to heavy 
labor in the swidden farms and a marked level of mal- 
nutrition. Nearly half of the children died in the first 
five years of life of which more than half occured in 
infancy - from measles, upper respiratory tract in- 
fections, and to a slight extent diarrhea. The frequency 
of tropical cyclones characterized by high velocity 
easterly winds account for the coolness.of the mountain 
and sudden temperature changes partly explains the occur- 
rence of respiratory tract infections which are aggravated 
by the scarcity of clothing, blankets and sheets. It is 
therefore not surprining that an average of eight children 
was desired far assistance in the farm and care in old 
age. Prenatal care was virtually unknown to the Mangyans 
and the delivery was done at home with the husband or 
other relatives attending. Delivery was hardly done under 
aseptic conditions and the umbilical cord was mostly cut 
using the cogon grasS. Complications in delivery were 
noted in the form of uncontrolled bleeding. Lactation was 
universal and solid supplementation was given to the child 
at an average age of six months. Most of the residents 
did not know the etiology of the common illnesses, parti- 
cularly diarrhea, measles, coughs and colds, malaria, and 
TB. For those who posited a response, the causation was 
largely erroneous. Herbal medicine was utilized in the 
treatment of illnesses. They claimed that they were not 
visited by any health personnel in the previous year. 
The information obtained from these data sources 
served as the basis for the development of a culturally- 
relevant training program in primary health care. The 
sustainability of the program was perceived in terms of 
the ability of the Rural Health Unit in the municipality 
of Bulalacao to absorb the village health workers at the 
end of the project period. Therefore, it was decided that 
a culture based training program be developed within the 
context of the primary health care framework devised by 
the Ministry. Representations were made with the Ministry 
(now Department) of Health's national, regional, and 
provincial offices. A committee was formed to devise the 
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manual composed of a representative of the Ministry of 
Health, the medieal eonsultant, a public health 
consultant, and the project nurse. The contents of the 
manual were selected from among those deemed relevant.from 
information derived from the community and from the 
primary health care manual used by the Department of 
Health. The contents were subsequently transformed 
visually to sketches.of Mangyan daily life. The manual 
was drafted and reviewed by the.committee. Meanwhile, the 
project nurse was sent by the Department of Health for 
training in the primary health care program. As soon as 
the manual was finalized, the rural health midwife 
and project nurse were trained in the new manual for 
their role as trainors in the community. Simultaneously, 
the results of the survey were transformed into charts for 
visual presentation. Community assemblies were held to 
elicit the community's response to the health problems and 
proposed solutions. The communities also initially 
selected 32 village workers who called themselves. 
Doktpr sa Barangay on the basis of their perceived 
capability and interest in the health program. Eaeh 
subject area was discussed with the trainees by the'nurses 
and midwife through leetures, demonstration, hands-on 
instruction, and practicum. The health workers were then 
fielded and the project nurse had the clinic as the 
health station for consultation in addition to her field 
visits. Catchment households were assigned to the health 
workers - an average of three households per health 
worker. The health workers duties and responsibilities as 
well as clinieFs1 aGtivities were discussed in the 
community assemblies. The 1-fealth workers were to serve as 
health educators, health service providers, record 
keepers, and links between the community and the RHU 
personnel. With time progression, the number of health 
workers went up to 37 as more health workers joined the 
April training program. The project nurse manned the 
clinic, was involved in nutrition monitoring and program, 
gave immunization, and provided additional training to 
health workers among her other activities. The health 
program revolved around clinic consultations, curative 
care, immunization and, household monitoring of activities 
as well as in the collection of vital information 
(morbidity, mortality hnd births). To hngment the lhek of 
food reserves, an emergency feeding program was undertaken 
for those malnourished in the third. degree. The sanitary 
inspector of the Rural Health Unit made occasional visits 
to check on the environmental sanitation facilities, while 
a team from the Provincial Health Office provided malarial 
spraying. 
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After fifteen months of project implementation, an 
assessment of the health program was undertaken using a 
number of instruments: the household survey, the 
clinical assessment of households, the interview of the 
health workers, the interview of the Rural Health Unit 
staff, the survey of the Health Care Committee members, 
and the skills assessment of the health workers. The 
results revealed slight improvement in environmental 
sanitation facilities; (toilet, water supply, and garbage 
disposal), reductions in childhood mortality, minisomle 
improvement in delivery practices and increased knowledge 
of the etiology of illnesses while the management remained 
largely traditional, a large proportion using the health 
clinic and health workers do so for curative care. 
Reductions in the prevalence of . illnesses e.g., upper 
respiratory tract infection, skin diseases, anemia, 
malaria, and PTB were noted. Uowever, a high rate of 
parasitism was poted. 
Most of the health workers joined the health program 
to gain skills to treat illnesses. They often delivered 
curative health services Lo Lhe community. The'miljority 
claimed participation in the planning of the health 
program and they were actively providing services at the 
time of the assessment. In the initial training on 
primary health care, the healLh volunteers found the 
lessons on herbal medicine and the management of illnesses 
most useful. Their main difficulties in the initial 
training were in the use of Tagalog as the meduim of 
instruction and in taking down of notes. The health 
workers appeared to have easier comprehension of the 
lessons in the retraining largely because of their 
exposure to the delivery of health care services during 
the year. 
The health workers felt that they could manage some 
illnesses with confidence, viz., headache, fever, 
diarrhea, stomachache and scabies but they claimed to have 
difficulty in treating PTB, swollen parts of the body, 
malaria and vomiting. Clinic management was not regularly 
performed and direct linkage with the RHU was practically 
absent. The main problems encountered by the health 
workers in performing their tasks were work demand* at 
home and in their swidden farms, illiteracy and 
uncooperative households in their catchment areas. They 
were generally satisfied with their involvement in the 
health program and most were willing to continue serving 
the community even after the project team would have left 
the village. 
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The officials of the village health care committee 
did not have a clearcut delineation of their functions 
and they thought that their major task was to carry health 
supplies from the lowlands. The staff of the Rural Health 
Unit, on the other hand, viewed the project positively and 
underscored their involvement from the training to program 
monitoring. 
The majority of the health workers were assessed to 
be adequately skilled in some aspects of communication 
(clinical history and referrals), diagnostic (pulse 
taking, weight taking, identification of the symptoms of 
malaria, PTB, skin disorders, parasitism, diarrhea, upper 
respiratory tract infection and preparation of malarial 
smear and prescriptive skills (can cite treatment of the 
foregoing illnesses, can prepare ORESOL). They can also 
extend health counselling in the prevention and control of 
illnesses and has adequate knowledge of herbal medicine. 
They were, however, deficient in some aspects such as 
reporting of clinical data, temperature and blood pressure 
taking, identification of symptoms and treatment of 
scabies, fungal infection, allergy, urinary tract 
infection and knowledge of immunization. The project 
nurse assessed that the health workers have a lower degree 
of adequacy and leadership qualities. 
Issues 
As the project ends, two important issues need to t,e, 
addressed in a definitive manner: community participation 
and project sustainability. 
Community Participation 
This has been considered the'central aspect of any 
primary health care project since it has been felt that 
harnessing people's energies results in more accomplish- 
ments, that an intrinsic value is imparted to the parti- 
cipants which is the avoidance of feeling of alination 
and powerlessness, the increase in cooperative interaction 
that will lead to a more united community; and the 
catalytic force for further development efforts as it 
creates a sense of responsibility for expressed felt needs 
making use of indigenous knowledge. It has been posited 
that community involvement in an efficient program is 
contingent upon a number of factors: (1) the community 
sees itself as a group of people who have a sense of 
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belonging to the same entity, who have a common perception 
of collective needs and priorities, and who are able to 
assume collective responsibility for community decisions; 
(2) the community possesses a legitimate, internal 
administrative structure as an informal means of social 
control over its members; and (3) the members partially 
identify their own interests with the interests of others. 
The program eonceived of community participation by 
evoking the felt needs and demands of the households, 
feeding back the information through a community assembly, 
recruitment and training of community health workers for 
service delivery, and the creation of village health 
committees for frequent informal dialogues to monitor the 
program implementation and institute changes. A number 
of factors seemed to have precluded the objectives: 
(1) the basic reticence, passivity, and shyness of the 
Mangyans which accounted for the attitude of non-involve- 
ment. Community meetings were attended by a few people 
who assumed a reticent stance in most health delibera- 
tions; (2) the economic base of kaingin farming (swidden 
agriculture) fosters family individuality since the farms 
are far flung. Cooperative farming activities are under- 
taken within the family system. Therefore, interfamily 
cooperation in a new endeavor becomes a nuance; (3) farm 
work and household tasks take a lot of time of the 
residents such that the undertaking of additional 
activities becomes an added burden to the family; (4) the 
health system is a collection of cognitive, affective, and 
behavioral environments such that health beliefs and 
prautices exist within the cultural milieu. Therefore, 
any deviation from this completely homogenous entity is 
viewed with skepticism. As evinced by the household 
members perceptions, the health workers could not provide 
anything that is not already known to them; (5) community 
participation as envisioned in this project involves the 
training and fielding of volunteer health workers. The 
workers were not sufficiently motivated to undertake the 
tasks for a number of reasons: the distance of the 
constituent households, the lack of faith of the house- 
holds in their capability, and the initial difficulty in 
training due to the language barriers and the method of 
instruction. A certain degree of literacy might be 
required to achieve the training goals; and (6) the 
village health committees were constituted to assist DSBs 
in their respective tasks, hold dialogue sessions for the 
progressive monitoring of the project, and assist the 
project team in the implementation of the program. The 
organization of these committees was accompanied by the 
reluctance of the proposed members, the lack of interest 
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in sustained activities, and failure to convene meetings. 
As the members indicated, their visible participation to 
the project was the carrying of supplies from the foOt- 
hills to the uplands. 
Project Sustainability 
To ensure the project sustainability requires the 
consideration of several dimensions - the community, the 
health workers, the rural health unit, and the program per 
se. 
The Community Dimension. Short term changes were 
noted in health status, preventive activities, aild'know- 
ledge of specific illnesses in the community.However, many 
households were not aware of the overall functions of the 
health workers. Their attention was focused only on 
curative care that the health workers could provide. They 
viewed their participation in terms of single shot 
activities: building the clinic, fencing the elinic, 
instfIllation of toilets, attendance in meetings. However, 
cynicism was raised over sustained participation due to 
the distance from the barangay center, the kaingin 
activities, lack of information, and household tasks. 
They claimed that the health workers hardly vis ited them 
and were not in their place .for consultation. oome even 
questioned the competence of the health workers. The lack 
of cooperation has been underscored by the members. And. 
this was manifested by the fact that only 17% of the 
households expressed interest in participating in health 
activities. 
The health workers. The initial selection of the 
volunteer health workers was undertaken by the community. 
They were subjected to training with the use of a cul- 
turally-appropriate primary health care manual. The 
workers experienced difficulties absorbing all the con- 
cepts presented. Soon after their training the workers 
were fielded in their respective catchment areas. 
Inadequate social preparation was given to the health 
workers regarding their roles and functions in the com- 
munity. The workers' constituent households were also not 
properly oriented about their role and the tasks of the 
health workers in the health program. Therefore, the 
expectations set were different. The workers were mainly 
approached for illness management while environmental 
sanitation, health education and referral serviees were 
undertaken to a slight degree. The workers claimed that 
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these are weak areas in their knowledge which could have 
been assuaged by constant interaction with the other 
health workers and the project nurse. Involvement in 
other activities (kaingin, .household) precluded their 
effeetive participation ,in the program and evoked negative 
feelings on the part of the households. This has been 
aggravated by the lack of logistics support from the 
community. 
The Rural Health Unit. The staff of the Rural Health 
Unit expressed interest in the project and felt their 
invoLvement from the first stage of training to imple- 
mentation mainly through the distribution of supplies 
(medicines, milk supplements, family planning methods, and 
vaccines). Referrals are likewise made to the health 
center. The staff expressed regret that they were not 
able to participate actively in the program due to phy- 
sical distance and work load. The sustainahility of the 
project hinges largely on an effective linkage between the 
Rural Health Unit who will assume responsibility for the 
supervision and monitoring of the projeet and the health 
workers who will deliver the services. During the imple- 
mentation phase of the health program the gap was bridged 
by the project nurse who acted as the link in the 
expression of needs. The nurse's role should slowly be 
assumed by a responsible and eommitted group of health 
workers who can make representation with the Rural Health 
Unit for the community. 
The Health Program. The program was formulated with 
the primary health care philosophy in mind that has the 
following facets: accessibility of services to everyone, 
relevant and effective services which meet the health 
needs of the people and whieh are socially and culturally 
acceptable to them, functional integration with the higher 
technical levels of the health system, improved efficiency 
and allocation of resources for the greatest benefit, and 
community participation in the planning, management and 
evaluation of services at all levels. When the training 
program was conceived, little attention was given to the 
capability of the potential health workers such that they 
had to understand the different instructional modules in 
Tagalog a language that is not so familiar with them. 
Little social preparation was given to orient the communi- 
ties of their tasks and functions. Besides, they gravi- 
tated toward easier roles uf illness advice through herbal 
pescriptions. Other tasks diverted their activities which 
increased the cynicism on the past of the recipients. 
However, certain services were provided that induced 
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changes in the health seeking behaviour and status of the 
population. 
Recommendations for the Program's Sustainability 
and Replicability 
With the recognition of the merits and limitations of 
the study a number of suggestions will be made to ensure 
the replicability and sustainability of the health 
program. A conceptual - framework has been devised to 
examine the components of this program. 
The framework can be conceptualized in terms of two 
sub-systems: the program component which involves both 
the community and the Rural Health Unit providing the 
resources from which the health services are produced and 
the community component - the people that utilize and 
provide the health services. The linkage between them is 
the crucial aspect of this study. Issues that need to be 
clarified are the community strueture, funetions, degree 
of responsibility, authority, structural channels, mode of 
interaction, participatory management and integration. 
The following elements are vital for a truly parti- 
cipatory and sustainable health project 
The participatory facet needs to take into consi 
deration the source of initiative, incentives, structural 
channels, scope, and duration of the program. Unless the 
community is sufficiently convinced of the merits of 
their participation and informed of the nature of 
their involvement, commitment could hardly be 
obtained 
The health program is likely to suceeed when the 
interventions are technically uncomplicated, clearly 
defined, short term and have no more than one objective. 
The successful execution of projeet interventions is more 
likely when tasks required are simple and familiar. 
As the social and cultural milieu of the eommu- 
nities is to be recogni3ed, the health care should .ope 
rate so that the program could be geared to this reality. 
The training program should consider the capabi- 
lity of the health workers such that adequate skills 




Conceptual Framework for the Analysis of the 









Rural Health Unit 
Supervisory Component I - 1 




Staff Support; Community 
1 
and Supervi- Structure and 







b. Attempts should be made to involve other community 
members in the planning and implementation of the 
programs. An appropriate local organization can act as a 
channel through which the people can participate in the 
development of the health program. A community organiser 
can help mobilize the people for specific services. 
Organizational skills are required to call 
meetings, keep records, and arrive at decisions. There is 
a need for the community leaders and health workers to 
bring the health issues to the members. The support 
processes should be strengthened to unify the people, 
The Rural Health Unit should be actively involved 
with the health workers on all aspects of the health 
care delivery - monitoring, modification, and evaluation. 
Continuous dialogues should be held between the rural 
health unit and the workers to identify problems, 
prioritize solutions, and mobilize resourees. 
O. The community should ab le to draw or demand the 
services of those who oontrol tho rowourooti tho 
government. 
9. The health worker should be able to relate the 
heafth program with the realitiet3 of Ghe looaf s;vioial 
organizations and how the interests, impulses, and 
resources of the community can be linked to the program. 
In eonclusion, it can be f_4tated that the determination 
of the fit between culture and health care remains an 
objective for future work. The importance of determining 
the individual and societal response to primary health 
care is underscored. The commonly held beliefs and 
values about illness cannot be ignored. Likewise, 
the disease distribution in populations can not be 
neglected. What is needed is a sense of scope and purpose 
for the primary health care system to evolve a 
meaningful program to achieve the goal enunciated at 
the Alma Ata conference of health for all by the year 
2000. 
DISCUSSION 
Primary health care has been viewed as a combined 
basic, health service and community development program 
envisaging health as a spearhead to improving the quality 
of life through a wide ranging variety of aetivities both 
health and health related. It seeks to extend health care 
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even to impoverished people in inaccessible communities. 
It is based on three essential processes: community 
participation, voluntary village health work, and 
appropriate technology for its implementation. Part of 
the failure to achieve community participation in tradi- 
tional societies lies in trying to impose an alien 
bureaucratic notion of participation rather than seeking 
to achieve it through the traditional structure of the 
village. Community participation per se does not automa- 
tically ensure that adequate health care and services will 
result. The services required to satisfy the community's 
wants do not necessarily, if at all, ensure adequate 
attention being paid to the fundamental steps required to 
eliminate ill health. Most communities are well aware of 
the benefits of modern medical care and clamor for them, 
but they are as yet hardly aware of the benefits of 
preventive and promotive care. The village health work in 
primary care mostly consists of rendering small curative 
services - dispensing of medicines, undertaking monitoring 
activities, and to a eertain extent providing health care 
information to the eommunity. The creation of village 
health committees sometimes doen not work beeause existing 
internal structures were not taken into considerations. 
Voluntary Village Health Worker 
The use of volunteer village health workers is 
considered an essential feature of primary health care. 
Their selection, training, motivation, and supervisions 
are crucial to success as is the system of incentives and 
rewards. Motivation, the desire to provide voluntary 
serv ice for its own sake, in obviously critieat as in a 
demonstrated interest in health, and is probably better 
appreciated by the community than by eutsiders from 
knowledge of the individual. Priority should be given to 
traditional health practitioners and members of their 
families since village occupations tend tu be familial 
and villages tend to turn to their own traditional healers 
for advice and counselling as a first resort. Whatever 
tasks and functions are allotted, how they are actual [y 
carried out by the village health workers will depend on 
many factors such as their calibre and sustainability for 
the job both of which their own people will know. Yel. it 
is often in the area of recruitment and seleetion that 
community participation is ignored for several reasons: 
(1) the community cannot express its views or act upon 
them if there are no proper channels through which tu do 
so; (2) women, who traditionally play the main role in the 
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promotion and taking of responsibility for family .health 
may have little voice in village affairs; (3) poverty 
itself discourages cooperation because the prior eommit- 
ment is to family rather than the community; and 
(4) suspicion is often aroused among the villagers by 
those who attempt to organize them. These difficulties 
are surmountable. While commitment to service to the 
community is essential, also needed is the intelligence to 
undergo the required training program and the recognition 
to keep within the acquired.limits of competenee. 
Tasks and Functions 
The list of tasks and functions drawn up for com- 
munity health workers in the primary health care program 
have been based on the eight essential components outlined. 
in the Alma Ata declaration. They are often expeeted Lo 
take responsibility for a wide range of functions - home 
visite, environmental sanitation, provisions of a safe 
water supply, first aid for injuries, treatment of simple 
and common ailments, health edueation, nutrition 
surveillance, maternal and chi Id health, family planning 
referral, and record keeping. A list of this kind ean 
daunt many a professional health worker. It may be absurd 
to expect village health workers to shoulder it 
considering their level of general edueation, .the type and 
duration of their training, and the health needs of the 
community. A closely related miseoneeption is that 
villagers can be taught to change their ways. Certainly 
in the health field, the demonstration approach does not 
lead to improved ways to illustrate while western drugs 
produce the desired effects there is no effeetive way to 
demonstrate the benefits of immunization. 
Training 
Many community health workers have been taught in the 
"talk and chalk" methods of learning. Others lack the 
intelligence to adapt what they learn for use in the field 
such as health education. The opportunities for 
encouraging self knowledge and self care are lost and the 
people's understanding of health continues to be based on 
their knowledge of illness. The manuals and learning aids 
are frequently irrelevant to the specific problems and the 
sociocultural circumstances of the communities. The 
clarion cry "translate and adapt" has not been taken at 
the local level. The essential inconsistency in the 
7.14 
preparation of the community health worker lies in the 
magnitude of the results expeeted and the meager resources 
and efforts invested. Too much is expeeted from little 
input. Initial preparation is scanty with Loo little 
attention to the community aspects and too much to the 
technical. As community health work is usually additional 
daily commitments, the preparation for it needs to be 
organized for the convenience of the worker so that the 
routine of a busy life is as little disturbed as pessible. 
Continuing education is crucial. Inspection is often 
substituted for education, critieism for eensultation and 
irritation for understanding. Vi. 11 tribal life is 
corporate living and each age group has a role to play. 
In traditional societies, the elderly still have status 
and respect. Their potential contribution surely arises 
from their traditional role as experienced counsellors and 
decision makers. This could be harnessed for health 
development. The elderly can play a role in counselling, 
motivating, and marshalling voluntary eommunity efforts. 
The training of the traditional health practitioners is 
also crucial in determining the acceptability and effeeti- 
veness of any proposals for change in health. 
jneentives and Rewards 
Community health assignments are regarded as 
temporary and stepping stones to promotion resulting in 
little prestige of the village health workers. it has 
been pointed out that the payment of village health 
workers creates a number of problems from reeruitment and 
even changes the behaviour of the workers. Volunteerism, 
howevever, will indicate that they will be able to work 
only part time for primary health care because they have 
to continue in their original occupations to support their 
families. The scope of work must be limited. In the 
provision of incentives, there is a need to mobilize 
the latent capital of human resources. peradie efforts 
can often be achieved for specific individual projects. 
Even a series of such projects can be sustained with 
falling enthusiasm. For the continuity of effort in 
which public health progress so mueh depends, an informed 
community will patently be more productive. Voluntary 
cooperation through education and persuasion is a slow 
process where poverty is paramount, the concept that 
offers the best solution and promise of sustained 
activity is the incentive seheme for the voluntary 
worker - i.e., the provision of a nominal payment or 
payment in kind but not to the extent that the worl.er will 
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abandon his customary village occupation. The reward 
system should be traditionally based. 
Supervision and Support 
To ensure the smooth operations of primary health 
care, the health system is required to provide technical, 
supervisory, referral and logistic support. These factors 
together with a communication system that is efficient are 
indispensable. Reliable back-up and continuing education 
are essential for their credibility in the community as 
members of the health care team. Supervision, if it is to 
be constructive, must be regular, frequent, informative, 
patient and given willingly, without appropriate and 
adequate preparation followed by .supportive supervision 
from informed professionals, eommunity health work is 
bound to fail. 
Community Response 
The large sections of the underserved populations 
have been led to expect adequate and competent coverage 
through the community health worker activities. Failure 
to meet these expectations will destroy the image and 
credibility of the primary health care approach. The 
ambiguous social status of the health worker emanates from 
the perception of the villagers that the use of the 
village health worker is a top-down solution since their 
internal organization is questioned and the solution is 
imposed upon them. Because.of their tasks of dispensing 
medicines, the workers feel powerful and have high 
expectations. After a short time, the frustrations appear 
- he is not recognized by the eommunity which expeots more 
of his services. The sociological complexities of the 
primary health care program need to be understood. People 
should have been given more encouragement at the initial 
stage of the program to verbalize their problems and be 
assured that the program can seek appropriate assistance 
for the health-related problems However, the projeet 
lifetime precludes such activities since specific periods 
are allotted for each phase and the pace of the eommunity 
was not well taken. It ean be possible that there is a 
divergnce of the eoneept uf health and disease between 
the project team and the villagers. The projeet takes a 
broad view with many factors eonfrihuting to the total 
wellbeng of the individuals while the villagers' eoneept 
of go,,d health may have been the ansenee of individnal 
illness. There are often too many opinions on the health 
priorites in the minds of the villagers and these may 
diverge from the more uniform and established views of the 
health professionals. Consensus is possible through 
prolonged initial dialogues in which the community members 
are urged to help identify health problems, set 
objectives, and decide on strategies. 
Linkage with the Health System 
Health professionals view the use of the village 
health worker as a bottom-up approach. A community needs 
to have a representative to provide low cost basic health 
services to the villagers for assuming the social res- 
ponsibilities that the community has assigned to him. 
Village health workers are now considered. as the extension 
of the rural health centers. This new auxiliary beeomes 
part of the administrative structure of the existing 
network of health services and is advised to refer 
patients beyond his capacity within the traditional 
referral system. The midwife from the health center 
becomes the worker's immediate supervisor. in return, the 
midwife is expected to supervise the workers, provide them 
with supplies and materials, and hold regular refresher 
sessions. One of the reasons for the focus on the village 
health worker is the belief that people can help them- 
selves. The idea of self reliance becomes an important 
principle. The utilization of volunteer health workers.if 
carried out according to correct principles can serve as 
opening wedge" projects leading to other development 
activities. Health may not be considred a top community 
priority. However, health activities involving the 
maximum number of people can enhance the people's capacity 
to organize and manage their own community affairs. 
Without this capability of the people, no real sustained 
development can take place. 
Besides, fifteen months may have been insufficient 
for significant changes in attitude and alterations of 
behaviours to have occurred in these communitieS. ' How- 
ever, some seeds may have been sown. Subsequent studies 
may reveal that they have come into fruition. 
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MHEIPENTIAL 
Information to be 
used for research 
purposes only 
GUIDE QUESTIONS/ITEMS 
RURAL HEALTH UNIT STAFF 
B. RHO Information 
Facilities of the RHU 
Number of personnel; salary scale 
Catchment area (number of barangays; proportion 
of Mangyan to non-Mangyan communities) 
Clinic hours 
Outreach program and projects to include fre- 
quency of visit to Mangyan communities, particu- 
larly DLSU research site 
A. Background Information 
1. Name 
2. Position at RHO 
3. Sex 
4. Age (during last birthday) 
5. Address 
6. Birthplace 
7. Number of years at RHU; present position 
8. Work history -- position, location, 
service 
years of 
9. General job description 
C. KnowledgeLAwareness and Participation in DLSU-PHC 
Prolect 
15. Check how R learned about DLSU-PHC project; 
whether'R has been to research area/site 
16. Determine R and RHU's involvement/inputs in the 
PHC project particularly.in: 
Training (include type, methods, duration of 
training) 
Preventive health care (e.g., immunization) 
Curative health services (e.g., cases brought 
to RHU for emergency/crisis intervention) 
Promotive services (e.g., family planning 
campaign) 
17. Determine R's assessment of the inputs extended 
to the PHC project' 
Training - preparation, content of training, 
training materials, participation and perfor- 
mance of the Hanunuo Mangyan BHW/DSB; prob- 
lems encOuntered and how these were resolved; 
partioipation of DLBU project team; what 
should be an adequate (training program for 
DSBs. 
Preventive health care - feedback regarding 
immu- nization, malarial spray, and other 
inputs; what should be an adequate preventive 
health care by MOH standards. 
Curative health services - cheek assessment 
of procedures in bringing patients for crisis 
intervention, referral system, difficulties 
encountered; what should be ab adequate cura- 
tive health services for Mangyans by MOH 
standards. 
Promotive health services - strengths and 
weaknesses/difficulties; .adequate promotive 
health services by MOH standards. 
le. Perception of the adequacy of DSBs health servi- 
ces; perceived problems in health care delivery 
by DSBs and proposed solutions for the program. 
Linkage between RHU and the Mangyan BHW/DSB 
community -- check system of linkage, referral 
system, assessment of linkage (strengths and 
weaknesses). 
D. Proapects 
Willingness of RHU to link up with the Mangyan 
communities - nature of linkage, expected MOH 
input, community counterpart. 
Perceival advantages of having trained Mangyan 
BHWs/DSBs. 
Determine how the RHU help sustain the BHWs/DSBs 
in Umabang. 
CONFIDENTIAL Sitio 
Information to be DSB No. 
used for research 
purposes only 
II. INTERVIEW SCHEDULE 
Barangay Health Workers/Doktor sa Barangay (DSBO 
A. Background information 
Name of BHW/DSB 
Sex 1 Hale 2 Female 
Age (during last birthday) 
Highest grade completed 
. Duration of r*,sidoricf, in (:nrrnnt, (r)inmnnity 
(IF DSB LIVED ELSEWHERE PRIOR TO CURRENT RESIDENCE, 
ASK FOR SPECIFIC PLACES, DURATION) 
6. Catchment area/households being served 
B. Participation in BHW/DSB project 
7. Why did you volunteer to become a DSB? 
6. Who encouraged you to volunteer as DSB? 
9. What are your responsibilities as DSB? 
10. What are your current activities as DSB? 
C. Training 
11. Have you participated or are you participating in 
the retraining sessions that are being conducted 
at the health clinic? 
1 Yes 2 No 
11.1. (IF YES) What is the difference between 
the initial training and retaining 
sessions? 
10.1. As a DSB, how did you participate in the 
health care project? 
Planning 
Implementation (providing labor, in- 
forming people ofproject activities) 
Decision-making 
Sharing in benefits (immunization, 
health education, medicines) 
11.2. What are the most effective and least 
effective methodS utilized during the 








12. During the initial or first training, which 
topics did you understand without difficulty, 
with some difficulty, and with great difficulty? 
READ OUT EACH TOPIC. 
12.1. In the retraining, which among the 
following topics did you understand with- 
out difficulty, with some difficulty, and 
with great difficulty? 
: Initial Training Retraining 
1 
1 
: (3) (2) . (1) (3)- (2) (1) 
: With- With With- With 
: out With great out With great 
diffi- diffi- diffi- diffi- diffi- diffi- 

















: Initial Training Retraining 
1 
(3) (2) (1) : (3) (2) (1) 
: With- With : With- With 
1 out With great : out With great 
diffi- diffi- diffi-: diffi- diffi- diffi- 
: culty culty culty culty culty culty 
1 
















13. Among the topics covered in the DSB training and 
re-training which are the most useful, somewhat 
useful, and less useful in your tasks as DBS? 
1 
1 
Initial Training Retraining 
(1) (2) (3) (3) (2) (1) 
Some- Some- ' 
:Less what Very Less what Very 






























What were your initial difficulties when you 
first became a DSB? How did the households in 
your catchment area receive you? PROBE. 
1 
1 Initial Training Retraining 
, . . 
: (1) (2) (3) (3) (2) (1) 
' , Some- Some- 
:Less what Very Less what Very 
Topic :useful useful useful useful useful useful 
: 
: 
13. Use of 
modern 
drugs 1 
13.1. What are your recommendations to improve 
the overall-training of the DSBs? 
Content 
Method of training 
Duration/length of time 
How were you able to overcome such initial 
difficulties? 
Have you had any experience or difficulty in 
undertaking your task in both curative and pre- 
ventive health care? 
1 Yes 2 No 
(IF YES), What are these? 
Curative health care Preventive Health care 
Please give me five illnesses or health problems 
that you were able to treat and unable to treat 
in the past year? 
Able to treat Unable to treat 
17.1. What were the other problems encountered 
in the past year? 
16. In case of difficulty in illness management, whom 
do you approach for assistance? 
19. What were the common health problems presented by 
the households in your catchment area in the past 
year? 
In the past year, what do you think were some of 
your rewarding experiences as a DSB? 
What are your current problems/difficulties as 
DSB. PROBE. 
How can these difficulties/problems be minimized 
or solved? 
Are there some changes in some health practices 
among the households that you serve in the sitio? 
1 Yen 2 Ni 
(IF YES , What are these changes? PROBE. 
Can you say that your relationship with the fol- 
lowing are satisfactory, somewhat satisfactory or 













' , what Not 4 , 
: Satis- . Satis- Satis- 


















































E. Health Clinic 
1 No. of . 
: times Purpose 
26. Have you participated in the management of your 
sitio's health clinic? 












































27. (IF YES), What training did you receive prior ta 
your participation in the management of the 
health clinic? 
28. What were your responsibilities in the health 
clinic? 
29. How often did you report to the clinic? 
30. What were the problems of the health clinic? 
31. How were these problems resolved? 
32. Do you think that few, a fair number, or more 
community members used the clinic in the past 
year? 
1 Few 
2 A fair number/just right 
3 Many 
Why? 
F. Linkage with RHU 
33. How often did you meet with the RHU personnel 








Have you referred patients directly to the RHU? 
1 Yes 2 No 
(IF YES), For what purpose? 
(IF NO), Why not? 
Did you have problems in dealing with the RHU 
personnel? 
1 Yes 2 No 
Why? 
Do you think that the DSBs would be in a 
position to deal with the RHU on the following. 
Referral 1 Yes 2 No Reason 
Procurement 
of supplies 1 Yes 2 No Reason 
Assistance 
In training 1 Yes No Reason 
d. Others (SPECIFY) 
G. Prospects for community participation 
37. Are you satisfied with the nature of your parti- 
cipation in the project? 
1 Yes 2 No 
38. How were decisions made in the health care 
project? 
health committee 
by the community 
by the DSBs 
by the nurse 
by the nurse with the DSBs 
39. Should decisions have been made the way? 
Why/Why not? 
40. Is community participation important in order for 
you to be able to do your duties as a DSB? 
Why/Why not? 
H. Sustainability of the project 
41. Do you intend to continue as DSB even though the 
DLSU project team will no longer be based in your 
community? 
1 Yes 2 No 
Why? 
42. How will the community/sitio sustain the follow- 
ing? PROBE. INQUIRE ABOUT THE INCOME-GENERATING 
PROJECT WHICH UTILIZED THE CLINIC DONATIONS. 
DSB 
Health Clinic 
43. How about the Botika sa Barangay? Do you think 
the community members will support this? 
1 Yes 2 No 
Why? 
44. How will the other community members be involved 
in the delivery of health care services? 
NOTES 
Name of interviewer 
Date of interview 
Time interview: Started 
Finished 
Place of interview 
Other persons present during interview 
Other comments 
QUESTIONS FOR VILLAGE HEALTH CARE COMMITTEE OFFICIALS 
What is your position in the BPHCC? 
Why did you join the BPHCC? 
As a member of the BPHCC, how did you participate in 
the health care project? 
How did the BPHCC contribute to the health care 
project? 
F. Did the BPHCC have any problems in doing its tasks? 
What were these problems? 
6. What can the BPHCC do to contribute to the health care 
of the community? 
LIGA TANONG PARA OPISYALES NG BPHCC 
Ano ang inyong katungkulan sa BPHCC? 
Bakit kayo sumali sa BPHCC? 
Bilang kasapi ng BPHCC, paano kayo nakilahok sa 
proyekto ng kalusugan? 
Paano nakatulong ang BPHCC sa proyekto ng kalusugan? 
Ang BPHCC ba ay nagkaroon ng mga suliranin ukol sa 
pagpapatupad pg kanilang mga tungkulin? Anu-ano ang 
raga ito? 
Ano ang magagawa ng BPHCC para sa kalusugan ng 
kumunidad? 
LABORATORY EXAMINATION FORM 
Name of subject: Specimen collected: 
Age/3ex Date of collection: 





MANQYAN TERMS FOR VARIOUS ILLNESSES* 
In the following list, the English and Pilipino terms 
for a particular illness are given first.and are followed 
by the Mangyan term in the; following format: English 
term/Pilipino term - Mangyan team. Symptoms of the 
illnesses according to Mangyans also are noted. 
1. Asthma/Hika - HaPo, 
attack of difficult breathing 
hissing sound while breathing 
sometimes with fever and cough 
2. Urine Retention/Hindi Makaihi - Baos 
painul "puson" 
difficulty in urinating 
painful urination 
3. Diarrhea with nausea/Pagtatbe't pagsusuka Kurso 
stomachache 
diarrhea and vomitting at the same time 
- feeling 
4. Measles/Tigdas - Tipdas 
fever and headache 
feeling cold but not shivering 
appearance of skin rashes 
5. Diarrhea/Pagtatae - Pag-ipot-ipot 
stomachache 
loose bowel 
- warm stomach 
feeling weak 
Source: Alicia Manlangit, Field Notes, September 1985. 




sometimes with fever 
headache and aching chest 




6. Malaria - Malarya 
fever and headache 
feeling cold and shivering 
no painful joints 
sometimes accoMpanied with vomitting 
9. TB - TB 
weak and thin body 
coughing 
spitting blood/vomitting blood 
10. Intestinal Parasites/Bulate - Kayang 
big stomach 
thin body 
constant occurence of fever (especially among 
children) 
constant stomach ache 
defecating worms 
11. Open wound/Sugat - Bangbang 
painful sometimes itchy (affected area) 
sometimes with fever 
12. Abcesses or boils/Pigsa Kayapos 
swollen part in the skin 
reddish color 
hot and painful (affected area) 
sometimes with blood and pus 
13. Goiter - Bakron 
- swelling in the throat 
thin body and weight loss 
- difficulty in swallowing 
14. Bungang Araw - Burak-init 
- tiny rash on face, chest and back 
reddish and itchy rashes 
- skin feels burning hot especially with 
persparat ion 
15. Fungal infection/buni-Buni 
white spots on skin 
sometimes itchy 
16. Burns/Napaso- Napalian 
reddish and burning hot when newly-burnt 
results in wound 
17. Pilay - Nabarian 
aching in affected part 
sometimes with fever 
18. Swelling/Namaga - Baga (namaga) 
reddish skin 
swollen skin 
painful (affected area) 
19. Diarrhea with blood - Mag-ipot dugo 
- stomachache 
loose bowels, with blood 
20. Sore eyes - Tagu-mata 
reddish eye 
painful and itchy eyes 
MANGYAN MEDICINAL PLANTS 
Some of the medicinal plants used in basic home 
remedies by Mangyans are given below. Mangyans are not 
very particular about the exact amount to be taken and the 
time to take medicinal plants. According to one of the 
paramedics in sitio Bailan, "in taking medicinal plants, 
there is no danger of being overdosed." 
1. Bayabas - Guava 
a. for stomach ache 
boil a handful of leaves in one to two 
glasses of water and drink 
b. for stomach ache and diarrhea 
mix some pieces of bark with duhat bark; 
heat over fire or under the heat of the 
sun; when dry, pound and mix with water 
and drink. 
2. Lumboy- Duhat/Java Plum 
a. for stomach ache 
boil a few pieces of bark and drink 
for diarrhea 
-eat as much ripe fruit as needed 
for stomach ache and diarrhea 
mix some pieces of bark with guava bark; 
heat and when dry, pound and mix with 
water and drink. 
boil a small piece of bark in one glass of 
water and drink. 
3. Bung& - Betel nut Palm 
a. for cough/colds 
chew a few pieces with ikmo leaves; apply 
on the throat (externally). 
b. for TB 
pound a few pieces, boil and drink.. 
4. Dita 
a. for malaria 
boil some pieces of bark and take as tea 
o. Gumamela 
a. for boils (pigsa) 
pound some pieces of flowers into a paste 
and place on the affected area. 
6. Alusiman 
a. for swollen skin (namamaga) 
soften a handful of leaves and stem, wrap 
with banana leaves and heat; sprinkle a 
little salt and place on the swollen area. 
7. Kugon - Cogon grass 
a. for urine retention 
- boil some pieces of roots and drink 
8. Banaba 
a, for fever 
heat young leaves and place on the forehead 
b, for headache 
same as for fever 
- boil a few pieces of bark and drink 
9. Bawang - Garlic 
a. for toothache 
peel a piece and put on tooth 
b, for fever 
burn some pieces and pound, add to water 
and drink 
10. Andaramay 
a. for fever 
boil some pieces of bark and drink 
b. for chest pain due to coughing 
soften some pieces of leaves and put on the 
chest 
c. for headache 
pound some pieces of bark and place on the 
forehead 
d. for backache 
soften some pieces of bark and place on the 
aching part 
11. Tawa-tawa 
a. for red eyes/sore eyes 
press out sap and apply in the eyes 
12. Panyat 
a. for sore/red eyes 
- press out and apply in the eyes 
13. Alibon - Sambong 
a. for headache 
soften some pieces of leaves and put on the 
forehead 
b. for colds 
boil some leaves and after cooling, bathe 
the patient with them 
c. for stomach ache 
boil some leaves and drink 
d. for cough and cold 
- eat some pieces of young leaves 
boil some pieces of leaves and take as tea 
14. Barayong 
a. for stomachache 
boil some leaves and drink 
b. for deworming 
eat some soft, uncooked seeds 
15. Sambariba - Kataka - taka 
a. for fever 
pound some leaves and rub on the forehead 
and the whole body 
soften some leaves, add sili leaves and 
ginger and rub on the forehead and body 
16. Bankal 
a. for fever 
put heated young leaves on the forehead 
b. for malaria 
boil some pieces of bark and drink 
17. Tanglad 
a. for painful joints 
boil some pieces of leaves and stems and 
bathe the patient 
18. Kasla 
a. for pilay 
soften and heat pieees of bark and put on 
the affected area 
19. Mangga - Mango 
a. for stomach ache and diarrhea 
boil some piece:i of bark mixed with 
barayong bark and drink 
b. for diarrhea 
- boil some leaves or bark and drink 
20. Hagonoy 
a. for stomach ache and diarrhea 
- put heated leaves on the stomach 
h. for hilab - tiyan 
pound some pieces of leaves, add some drops 
of kerosene and put on the stomach 
21. Anapla 
a. for stomach ache 
boil some pieces of bark, mix with sill 
bark and put on the stomach 
soften some bark and put on the sLomach 
b. for swelling (namamaga) 
pound some pieces of bark, wrap with banana 
leaves, heat over fire and put on the 
affected area 
c. as forest leeches repelant 
crush some pieces of bark and rub on the 
skin to produce bubbles 
GL. Halago 
a. for diarrhea 
boil some pieces of bark and drink 
soften young leaves and put on the forehead 
23. Li-a -Ginger/Luya 
a. for swelling 
pound some pieces, soak in coconut oil and 
rub/put on the affected area 
b. for stomach ache 
boil some pieces and take as tea 
- boil some pieces, soak in coconut oil or 
kerosene and rub on the stomach 
c. for muscle pains 
pound some leaves or tuber, drop some 
kerosene and rub on the aching part of the 
body 
d. for sipon - colds 
eat a few pieces (raw) 
e. for aching throat due to coughing 
pound a few pieces and rub on the throat 
24. Pasbakon 
a. for malaria 
boil some bark and drink 
b. for mothers who have given birth and have namuong 
dugg in the stomach 
put heated leaves on the stomach 
25. Tan -awan 
a. for swelling 
soften pieces of leaves and put on the 
swollen area 
26. Alum 
a. for high fever 
to make the patient perspire, boil some 
bark and let him drink it 
27. Luusan 
a. for diarrhea 
boil some bark and drink 
28 Sahing 
a. for asthma 
accumulate some sap and let the patient 
inhale the smoke from the lighted sap 
29 Kasoy - Cashew 
a. for headache 
soften young leaves and put on the forehead 
boil some bark and drink 
30. Apaya - Papaya 
a. for high fever 
pound some pieces of bark and rub on the 
forehead and whole body 
b. for deworming 
eat ripe fruit including seeds 
31. Kalamunding - Calamansi 
a. for cough 
squeeze juice, let stand overnight and 
drink the next morning (with or without 
sugar) 
32. Mais - Corn 
a. for urine retention (difficulty in urinating ) 
- burn hair of young corn, put in tap water 
and drink 
33. Sampalok - Tamarind 
a. for cough 
boil some bark, let stand overnight and 
drink the next morning 
b. for cold 
boil young leaves and drink 
34. Cayo cayo - Cassava/ Kamoteng kahoy 
a. for headache with dizziness 
soften some leaves and put on the forehead 
35. Niyog - Coconut 
a. for diarrhea 
burn some pieces of hush, pound into 
powder, and water and drink 
b. for stomach ache 
eat very young (soft) coconut 
36. Okra 
a. for diarrhea 
boil some roots and drink 
37. KatUray 
a. for diarrhea with blood 
boil some roots and drink 
38. Atis 
a. for stomach ache 
boil some roots and bark and drink 
soften some young leaves and put on the 
stomach 
39. Anahaw 
a. for aching veins (at naninigas na ugat ) 
mix a few pieces of leaves, sahing sap and 
cotton, burn the mixture in a coconut 
shell, and inhale the smoke 
- this process is called tuob 
b. for relapse (binat) 
also tuob 
The following information.on home remedies used by 
Mangyan families for various common illnesses was obtaiaed 
through informal interviews and participant-observation. 
1. For swelling of part of the skin 
TanIlawan leaves are softened and placed on the 
affected area. This should be repeated as many 
tillitm an nvii,d,,d t nn1.0 Liu) nwtillink and pain 
subside. 
2. For fever 
Young banana leaves are softened and pkit'on the 
forehead. 
The patient is made to drink much cold water. 
The patient should avoid eating cassava because, 
according to Mangyans, it is warm or hot to the 
human body. 
3. For headache 
The forehead, neck, shoulders and back are 
massaged. 
A small portion of hair rubbed (paglut-on ti 
buhok) 
Young kasoy leaves are crushed, softened and put 
on the forehead. 
Bankal leaveS are softened and put on the 
forehead. 
For adults, a child is made to sit on their head 
to assuage the pain. 
4. For cleaning open wounds 
Young guava leaves are,boiled, and the wound is 
washed with the mixture. 
5. For stomachache 
Young leaves of alibon are softened and put on 
the stomach. 
Scrapped papaya bark is rubbed on the stomach. 
6. For diarrhea 
Softened young banana leaves are put on the 
stomach. 
- Some pieces pf boiled duhat leaves are drunk. 
Boiled guava leaves are taken as tea. 
Ripe pakol fruit (wild banana with many seeds) 
is eaten. 
7. For asthma 
- Chewed lubigan root is rubbed on the stomach and 
throat. 
Lubigan stem is cut into .pieces and made into a 
necklace; this is worn by children so that when 
they breathe, they will inhale its aroma, thus 
helping in loosening phlegm. 
8. For colds 
Chewed betel nut with lime is placed on the 
forehead accompanied with slight massage. 
Alibon leaves are boiled and, after cooling, the 
mixture is used to bathe children. 
- Lubigan root is boiled and drunk. 
9. For relapse (after giving birth) 
Anahaw leaves (few pieces) are mixed with sahing 
sap and cotton; the mixture is burned in a 
coconut shell, and the patient is made to inhale 
the smoke (this process is called tu-L-gb.) 
CLINICAL ASSESSMENT FORM 
IDENTIFICATION: Code Number 
Name of subject: Family Subject 
Date of Birth: 
1 
For preschoolers: Hale Female 
Father's name: :___: 1 ' ,___I 
Age: years(s) 
Mother's name: month (s) 
Address: 
I. General Appearance: 
1. Healthy 2.1. Apathetic 1 _II 
2. Irritable 
3. Cachexia 
4. Pale 1 I-1 
5. Mental Retarda- 
tion 
6. Opisthotonus 1 - - -1 
3.1. Cyanotic 
2. Dyspneie 1 1 
3. Icteric I I _ _ _ 
IL 
1. Normal 2.1. Dry/thin/sparse :___: 
2. Lustreless 
3. Dyspigmentation 
4. Fasily plucked 
5. Flag sign 
III. F4ceLHead: 
1. Normall___1 2.1. Diffuse depig-___1 
mentation 











7. Head drop 
IV. yes.:. 
3.1. Malar and 1 - - -1 
supra-orbital 
pomentation 
1. Normal__: 2.1. Pale con- 
junctivae 
2. Bitot's spot 
3. 4 
4 Conjuntival 1 - - -1 
xerosis 




3 . . N e bu I e (Md. 










1. Normal:: 2.1. Otitis externa 




1. Normal:: 2.1. Angular stoma- :___: 
titis 
2. Angular scars 
3. Cheilosis 
4. Magenta tongue 
5. Scarlet tongue 1_: 
6. Atrophic 
papillae 
7. Bleeding gums 
8. Gingivitis 
9. Pale lips 
Igeth 
1. Normal 2. Mottled enamel 1 i 1-_-1 
3. Caries ' ' $_..,1
Number gf Dgciduous Teeth: (For preschoolers) 
V IV III II I I II III IV V 





2. Lymph node 
enlargement 
X. Skin: 










































6. Scrotal/vulval 1___1 
dermatosis 
I 
XIV. Reqpiratory Tract: 






1. Normal;_; 2.1. Hepatomegaly 








1. Normal;___; 2.1. Oedema 




; _ _ _ 
4 Knock-knees I---1 









ORLANDO C. MARINAS, M. D. 
Purposeless 
movements 1 - 1 
Sensory loss 
Calf tenderness 1-1 
3.1. Clubbing 
SKILLS EVALUATION OF HEALTH WORKERS BY 
EXTERNAL EVALUATOR (MEDICAL DOCTOR) 
Name of HW Evaluator 
Age Sex Date 
Catchment Area 




Recording of ___: 
clinical data 
3. Referral of cases 
B. Dimnostic Skills: 




BP taking and 1 __ 1 I I , 1 
reading 
Weight taking :___: :___: :___: 
Ability to :___: :___: :___: 
identify signs 




d. Skin disorders 
1 1 1 1 /---1 
:___1 
1 1 1---I 
I: I 1 I---1 :___: 
:___: :____I 11_11 
, 1 11 1 1 :111: 




ulcers LE: I --- 
boils/ 
abscess 
scabies L 1 --- 1 
_ 















1 -1 ;___; ;___; 
1 - 
1 -__ ; ; 
Malnutrition 
(PEM) ;___; ;____; 
Anemia ;___; ;___; 







a -- 1 







a. fetal pre- 
sentation/ 
position 
7. Preparation of 
malarial smear 
C. Prescriptive Skills: 





d. Skin disorders: 








Adeauate Inadequate Deficient 





; _ _ _ ; ; _  
;___; ;___; 











1 - - -1 







- - -1 
1 - - -1 
1 - - -1 
b. approximate __- 1 1 ; --- ; 
age of, 
gestation 
AdeaUate Inadeauate Deficient 
d.7. others ;___I ;___; 
(Specify) 
e Malnutrition 1_ I 
(PEM) 
f Anemia 




















; ; ; _ _ _ ; 
I 
_ _ _ 
I 
b. Health counseling 
in the prevention 
and control of: 
Tuberculosis I---1 
Malaria i_____: :____: 
c. Parasitism 










Diarrhea _ _ ; 
(including 
use of Oresol) 
Adeguate Inadeguate Deficient 
1 11 
d.l. wounds 1 1 1_--1 _ _ 
d.2. ulcers 1 1 I__._.: 
d.3. boils/ 
abscess 
1 --- 1 
d.4. scabies :___: 1---I _ _ _ 
d.5. fungal : 
infection 
I I 
d.6. allergy I _ I 
d.7. others it I 
(Specify) 
_ 
; _ _ _ 























Adequate Inadequate Deficient 
1 
1 ---1 1 1 1 --I 
; ; ; 
_ _ _ ; _ _ _ 
1 1 
; 
PROJECT NURSE'S EVALUATION OF HEALTH WORKERS' 
PARTICIPATION IN PHC PROGRAM 
Name of DSB Age 
- Date of Assessment Sex 
Adequate Inadequate Deficient 
A. Attendance in 
Meetings 
1. Regular DSB 
meetings 
DSB meetings 












C Delivery of Health 
'.;ervices 
1 1-- -1 1 - --I 
1 1 
1 - --I 1-- -1 
:___; ;___; ;___; 
; 
1 1--_1 
; _ _ _ ; ; _ _ ; 
In the health 1___; 
clinic 




Adequate Inadequate Deficient 
__ill_ =121_ 










4. Araw ng Kalusugan 
E. L!3adership Qualities 





F. Overzall Eerformance .1. 
as DSE 
Municipality: 
I. ping* Cglmitign 
Name 
. , 
1 1 Civil I Date I Relationship to I I Highest Education I Major 
I Sex : Status I of Birth I H Respondents 1 Age I Coepleted I Occupation 














MANGYAN HEALTH SURVEY 







II. Income Generating Activities 
1. In the past year, what activities did you 






Do you own the land where your house is situated? 
Yes No 
Ownership of Livestock? (Specify) 
Ownership fo Vegetable Garden? .(Specify) 
III. Environmental Sanitation Facilities 





2 Sources of Drinking Water Supply 
Artesian Well 
Dug Well 
Springs, Streams, Rivers 
Others (Specify) 
Amount of Income 
Source of Water Supply for Washing and Bathing 
Artesian Well 
Dug Well 
Springs, Steams, Rivers 
Others (Specify) 






IV.A. Reproduction History 
. . . 
. I 2 I Date of 
R Pregnancy: 1 : Outcome I termination I 3 : 4 : IF DEAD 





. , I Death I 
2 
If still birth, abortion or miscarriage, indicate as such under Name 





1. I can see that you have children with 
males and females. 
How may children do you want? 
(If the number wanted exceeds the actual numbeqr had): 
Why would you like to have more? 
Do you prefer more boys or girls, 
more boys. Why? 
more girls. Why? 
Do you perceive that there are more children dying in 
infancy and childhood in this community? 
Yes No 
Health Reliefs and Practices 
A. EregnAncy 
How did you determine that you were pregnant? 
Did anyone provide advice or care during your 
pregnancy? 
- 
Type of Advice/Care Given 
Did you take herbs or concoctions for your health 
or ease in delivery? 
Types of Herbs Purpose Source 
Was there any specific foods that you avoided or 
took during your pregnancy? 
1 
Food Avoided : Reasons 1 Food Taken Reasons 
1 
1 
Are there specific practices that you followed 
during pregnancy? 
Practices Implications 
Did you go to any particular health resource to 
ensure a safe delivery and a healthy infant? 
Specify 
B. Delivery 
How did you know that you were going labor? 
What did you do next? 
Where did you deliver your last child? 
Home 
Others (Specify) 





Was there any specific foods that you avoided or 
took during your pregnancy? 
B. Delivery 
How did you know that you were going labor? 
, 




Are there specific practices that you followed 
during pregnancy? 
What did you do next? 
6. Did you go to any particular health resource to 
ensure a safe delivery and a healthy infant? 
Specify 
Where did you deliver your last child? 
Home 
Others (Specify). 






Describe the mode of delivery undertaken by the 
attendant. 
a. How was hte umbilical cord cut? How soon was 
it undertaken? 
Did you have any problems in your delivery (e.g., 
labor pains, uncontrollable bleeding? 
Did you have any specific diet after delivery? 
What practices did you follow after delivery? 
Who supervised htese? 
C. Egat H4t41 c4re 
1. After delivery, how often did you breastfeed your 
child? /day. 
How long did you breastfeed your child? 
months. 
Did you receive any advice on breastfeeding? 
Yes No 
Source Type of Advice 




Did you give other types of milk? 
brand 
Where processed? 
At what age did you introduce solid foods? 
Type of solid foods given: 









D. Perception of Health and Illnesses 










E. Famtly Planning 
Cause how : Perceived 





What is the ideal interval between births? 
Are there practices in the community aimed at 
preventing conceptions? 
Are you using any family planning method now? 
Method Source 
HEALTH SEEKING BEHAVIOR 

















3. What are the health resources available in your commu- 
nity? How often did you utilize them in the past year 








How do you decide on which person to go to? 
Purpose 
Have you taken your last child for immunization? How 
often did you take your child in the past year? For 
what purpose? 




Have you attended any health education program? 
No Yes 
If yes: Content of the program 
Are you aware of the DSB in your area? 
Yes No 
If yes: What are their tasks? 





llave you used any of their services? 
Yes No Why not? 
Do you intend to use their services in the future? 
For those who have used hte DSB's services: 
What are the tasks that you would want the DSB to 
undertake in health care in the future? 
Purpose Satisfaction Reason 
1 
How do you think would the DSBs be of service to 
improve the health of the community in the future? 
COMMUNITY PARTICIPATION 
Did you participate in the health care project? If 
yes, how? If no, why not? 
Are you satisfied with the nature of your participa- 
tion in the project? Why/Why not? 
3. How were decisions make in the health care project? 
by the community 
by the DSBs 
by the nurse 
by the nurse with the DSBs 
4. Should decisions have been made that way? Why/Why 
not? 
5. Did you have any problems with your DSB's services ta 
you? What were these problems? 
6. How did the community contribute to the health care 
project? 
7. Is community participation important for the success 
of the health care project? 
8. What are the problems in obtaining the participation 
of the community? 
9. Can the community continue providing health care 
services when the project ends? 
1.1UAI4ABILIIY QE ThEMIELQI 
Do you think that the DSB's can provide the health 
services that you need? 
Areas where DSBs are: 
Would you be willing to participate in a training 
program to provide health services in the community 
(as a DSB)? 
Yes No 
In which specific area would you like to focus? 
Do you intend to continue the use of the DSB's in the 
future? 
Do you think that your community can sustain the 
present health program? 
Yes No Why not? 
Specify How? 
Compentent Incompetent 
